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■ ^ ' / ' "ABSTRACT . ■ 

jT s * ♦ 

\ * * ' ' 

• ** «• * ' " « * 

This report describes a method. to assess the qua^U^ of ambulatory 
health care. A brief review of the literature iis presented and the design 
decisions basic to' the methodology are discussed, • 

Application of the assessment strategy is completed in stages. First 
a set of health. problems id sblecte^ to' represent the major h4al^ problems 
of the community. A process map. (or clinical algorithm) is constructed ■ ' 
-for each health problem to describe the expected proc.es s of health 'care. 
Process maps sp^ecify necessary elements of prevention, diagnosis and 
treatment, and they define acceptable health outcomes. 

Criteria, which are the benchmarks of effectiveness, are translated 

IntQ audit questions -(called Indicators) which are the actual measures gf 

quality. Some indicators are provider-oriented and focus on health 

worker performance. .Other indicators are patient-oriented and track 

Individuals through the problem solving process to determine the dis- 

/ ♦ \ * . ' 

tributipn; continuity and end results of cafe. Tijroughout, emphasis is 

' ^ , . r\ ^ J 

^placed on local staff involvement durincf all' phases of planning"and 
implementation. Specialrattention is given^ to reyiewiijg the operations 
of, the health system as, a whole, as well\a^ the perfoi'mance of individual 



providers ^ . . . . » 



A pilot-stiii^ of this methodology jLs brief iy described, Subsequent 
reports^;wilLpresent and -discuss results from ttie pilot studies-. • 



inthdductiqn 



' Recent years have witnessed a gr9wing concern among health 
professionals y consumers, ^medical organizations, and the federal, 
government^ for improvements in the quality qf, health <pare'.^ The 
Joint CpmmissloA on Aedreditation of Hospitals (JCAH) has been the 
major operational quality assurance program si?nce 1952v\however 
quality assurance activities have heen mandated more recently 
lih^ertwo federal laws. The PSRO legislation of' 1972JP.L. 92-603) 
directs that medical care evaluations are to be pre-requi'sites for 

V , » _ 

reimbursement of cost's payable under Medicare and Medicaid, 

In 1973 thfe Health Maintenance Organisation (HMO) Act (P.L, 93-222) 

reqxaired quality assarapice activities in all f^x^ally supported HMO's, 

Much of the work in quality assurance has beenxiirected toward 
inpatient care, while the state-pf-the aft of ambulatory care quality 
assurances remains in its infancy. Most of the existing quality assurance 
mechanisms focus on iiistitutions and examine the performance of • ' 
the facility or its providers foe those patierits ,who utilize the facility, 
rather than examining the quality of the heiilSi care received Ijy the ^ 
recipient community/, , ' . " , • ' . 

The Indian Health Service (IHS) isVcharged with the respQUsibiUty of 

* ■ • ' * * • .w 
assuring comprehensive health services to defined communities of-Amgrican ' 

Indian and Alaskan Natives. This responsibility Is, discharged thrpugt^ ' ^ 

,a number of loca^ IHS Service Unite designed to function-as a comprehensive. 



health care system • Health s.ervices are prpvided through a. combination , 
of inpatient, outpatient, aixd field activiti^es directed toward the tot^l ^ 



care of tl^e patient irt the cqifeict his environmsnt. Consistent with its' 
responsibility, each Servijpe directs its' effort toward er^vironmental . 
sanitation, health educati^>,preyaitlWpractices, and wen ^ 
surveillance 'in addition to tradTtionai irodes of acute and chraiiccare. 

^ In re.cent years the -Tribal and Native-organizations have^ accepted 4^creasing 
responsibility in manning ,and managing segiBnts of its health care program. 
As a r-^iat / each local health care system hag^ becomg Increasing conpiex and 
existing .raechsinisms of quality aJssurance.are^t entirely adequate to meet 
the existing denpids J^r quality control. ) 

The Office of Research and .Deyelopnent of the ]jidlan Health Service has 

•• been examining methods to assess the quality of car4 for ambulatory patients 

with three basic performance criteria in mind, jlrst, the method 'must be* 

v ^ * ■ 

easily and economically applied! Any method that reqijires additional 

*' ♦ 
resources or significant system?' desctlp^ibn is- likely to be viewed ^as a, 

special study rather than a routine periodic application of a genuine systems 

.conpcnent* Second, the method must identify areas of deficiency in health • 

care ,and sug^st adaptive programs to correct deficiencies • Any nrethod that> 



UBTely attenpts to idoitlfV care' or "good" or "bad" is not likely te\ead 
cons1:ructively to liroroved health car^. FiJially^'the method must View health 
care frcp thfe cannlunity perspective and examine the 'health care received by 
the community rather than focusing .entirely on the care provided by any 
given facility • 



This report -presents an overview of an evolving msthodology for • 

assessing, adulatory patient care currently under development in the.IHS.. 

^The intent is t?^ther to present 'a caiprehensive review of the quality 

assurance lite3^atu^e nor to describe an^ ideal msthod that is " consistently 

. ' ' ' ■ • ' ; ^, 

followed. • Rather, -it offers some eiroirically derived guidelines for 
■ . - • . • - , • ... , - . - ■ 

-examining the quality-of- ambulatory; fealtlj- care, briiflj describes an * ^ 

extensive field test design, and consnents ' on the feasibility of ihe ^proach, 

Subs.equ^t,reports^ will describe theiresults of the field application pf the 

methodology. ' - , * . ' ' ° . " ' - . ^ 
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• */ - METHODOLOGIC DE^N DECISIONS — ' ' • ; 

/ •• • . • . *• .-v^. 

. - ...» « _ 

At the .oiLtset it is useful to review .the' fundamental flesign decisions " 

_ . V ' • * ' 

that were lyiade in the- design *of the quality appraisal Inethod*.. . 
1). What mode of health care delivery" is assessed? . * * 



The majority of emphasis ^in q uality. assessment programs ha's cent ered on ' 

hospital care. Methods for specifl^cally -evaluating outpatient-andjield ^ 

health care are^not as welLestablishe'dt Ambulatory care was^ehoseh "=* 

...... - , - i — . 

for Qxanjination for.three reasoi^. Pirst? it -is 'the pFimary-mode of_ 

^are for patle'nts in the Indian Health Service. Second, it is an appropriate 

arena to study .patiejit edudation, primary education, screening, early 

diagnosis and' treatment, arid follow-up. Third, it is a' fertile area for 

quality appraisal research; 

• • _ * « 

2) What aspect of quality is- measured ? t ' - " 

The ; term "^quQlity" as it pertal-ns to health care, 'is multi -faceted. In 

a classic pappr written in 19153', Lee and Tones^ identified eight dimensions 

- • ^ , ^ — - 

of quality care including comprehensiveness and emphasis on prevention 

- 2 * 

In later revi ew, Klei n categprized 16. aspects of quality such as patient 

undef Standing and continuity of care. More recent discussions have ' - 

♦ ■ : c ' ^ . . . . ' 

3 • ' A 

•focused on efficiBncy. and acceptability.^ 



The , principal aspect ot^quality thai: is examiriedln this methodology 



is effectiveness ^ i.e. , 'the ability to solve and prevent health t^bblemsN. 
Effectiveness was sejecfed because it is the sine qua non of quality^ care . 
Qther dimensions, are examined indirectly . . • 



3") What Is the cohtenf of the evaluation? '* ' • * •' 
* Aqcording to. Donabedian, 'the' ContenJ^ of most health care evaluations' ^ 
can be divided into three categoriesr review of structure, process, 
and outcome. Appraisal of stn^cture is the least direct method and 
involves a revifewof the "settings and 'instrumentalities" available for 



the provision of health"care; Fa^ctors $hch as organizational policies,, 
physical plant, and staff qualifications^ are monitore^. It is assumed' 
that if the structure is adequate, effective care wUl'be delivered. A ^ 

r • 

more direct approach is to study the process of care; i.e. , what is 
done on behalf of patients. Process' components ihcludes primary ' 
prev^tion, screening, diagnostic work-up /.treatment,- and follow-u^, 

^ 7 • > 

It is evaluated by determining if necessary services are provided and. , 

• ' • N 0 

* * « • • \ * 

if 'Services provided are appropriate. The most direct approach to assessing 
effectiveness is .to measure outcomes, which are the results of care,^ 

Several different types of outcomes may be mea-siored* Williamsor)^ 
identifies diagno'stlc outcomes which "represent the data required to 
determine the need .for care, specify therapy and prpghosis" ,^and 
th^apeutic outcomes which "represent the health status of a patient ^ 
following treatment^'" He also distinguishes between final outcomes 
and intermediate outaomes . Th'e final outcome describes a state in 
which fthe patient' s*%ealth status is stabilized at a definable level." 
The intermediate outcome is based on pathophysiologic variables 
which have a direct j?eiationship to the en<i,results, but are meastared 
prior to stpblization. , . \ , 



Sanazaro differentiatie's between 'patient end results and process 

" ' ' ■ -v • ' 

outcomes. 'The 'former reffers.to changes in^ signs, symptoms and func- 

I - * 

tional capabilities, while the latter refers to changes in patient" ; 

* « 

cognition which affects attitudes, comprehension and compliance. . 
Decker describes administrative outaomes including "the utilization' 
of health services, waiting times and other volumetric measures of 

i " - • — - - -> - , ^ -7 - - - 

managerial interest" and economic outcomes which specify "costs . 
generated by l^ervices provided. " . * ^ ' 

^- The content of this evaluation method is limited to fneasures of ' 
process, diagnostic outcome, and intermediate therapeutic out«5me 
\*for representative health problems. By evaluating process •ancji outcome 
simultaneously^ it can be dirje,ctly deterpiined if health problems are 
being- presented, diagnosed and solved, -and causes of observed 
deficiencies car^ be pinpointed. Measurement of administrative « . 
economic and process outcomes require specialized data bollection 

- 1 ■ ■ ■ ■ . ■ 

techniques and are not included in tlUs^ methodology. 



L 4) How is quality assessed? 



Two categories of Judgments hav§ been described for .determining the 
quality of care: implicit and explicit. Acco/ding t^Brdok^, implicit 
' judgment" is based on subjective^i-mpressionsj)f^th^ "adequacy of the 
• process" and the "possible .improvability /of the outcome. " Explicit 
judgments are based on objective'determinants of quality, care which \ 
ar? documented ahead of time. , . ' , . 



ERJC 



Patient care criteria, serve as yardsticks for'erollcit appraisal. 
These are elenents' against which process and outcome can. b'e nsasured. ' Each 
■"crit^on is associated with a performance standard which- defines the goals . 
-of> acceptable "coiipliance in a de^ed .population j" and an Indicator which 
tspecifies What information is required to apply the critferion. For exanple,. 
consider the criterion, "Pregnant women should have a urinalysis in the first 

\ — ^ • . • » 

•^ti»lraester." The' perfoiroance standard "adopted by "a health system' might be-^ 

"a.mirJjnura of 90% coipliance.." The. resulting! indicafer asks,. "\Vhat percent " 
. . • • • •,<'•■• 

of pregnant wanen have a urinalysis. in the first 'trimester?" ' 

In this method, patient Jcare criteria and performance standards are ' 
used to make judgments of quality; The -results from this type of approach 
tend- to be more uniform than those. generated by implicit Judgnents.9 Also, 
explicit judgments can be made by trained para-prof es'sionalg or conpoters. 
This may reduce evaluatiorj costs and iiqprove feasibility, of maintaining 
large ^anple sizes for case review. . . " . • . ■ 

- 5) Fran ^ri^at' perspectives are m^asurgnsnts taken? ' ' 
Two -viewpoints are used for patient care appraisal. In one, attentiorr is 

_ focused on the patient population so that the continuity, distribution » and - 
end results, of care can be measured.- In the other, attention' is* focusfed on 

^ the providers so thkt the quality of their 'perforroance can be assessed. Two 
classes .of indicators are derived fran these' perspectives'. Pbpulation-baSed 
Indicators aSk what happens to tl^ patient, population; e.g., "Whair percent? * . 

■ of the pcipulation is ' • • • . , " 



being screened for hypertension?" or ' "What percent of infants 

* — • ' * ' 

received ail immunizations by % months of age?" They are expressed 
in' the following units: percent of patient population in compliance 
^with the criteria for, effective -care. 

* Provider-based indicatd?! ask about tiife delivery of health' 

y ' • * ' ^ ' • 

^services; if.g../ '-On what. percent of lrceration-foilow^up-vrsits^oen^ - 
.th6 provider document WjDund healing? " <rhey are expressed in the 
roiiowing units: percent o£ study encounters^^or cases* in which the 
' provider Complied with, criteria. Both perspectives are incorporated" 
iiTTthis, approach. - * 

6J- How are the results analyzed ? ' ^ * « * 

Results from discreet cases. or encounters fcan either be aggregated 
or studied individually. Aggregated data offer a view of the overall 
level of care. Isolated results provide* a useful starting poini: for 
In-depth^ase' review. 'H^re both methpds of data analysis are 
employed in orpier^to achieve^ a balanced picture -at the malnstreamv 
of car^and the exceptional cases ^ — ^ 

In summary, these design decisions were made: 
' - ♦ The object of attention is ambulatory care rather than 

hospital care. * , . ^ 

• % The dimension .of quality measvirpd is effectiveness. 



^ The dontent of' evaluation includes measures of process and 

outcome fot^.a group of representative health problems. 

, .1 * < ' 



• - . • ' • ■ • ; 

• The yardsticks enploy^d to measure quality are expli^t fjatient. ' 
: care criteria. . . . ' ' ' ' 

• The pef^ectivBs ftxSn v*iich ineasuremerits are taken are both 
patient-based and provider-based. * . ' 

• Methods of data afialysis include ag^gatiori' of individual results 
^-an4~^fe-omi<ai of exQe^^ — '"^-^ ■ 
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* OVERVIEW QF THE ASSESSMENT METHODOLOdY 



"7^ 



Given the basic design decisions listed above, the development . > 
of a patient care eyaluatioivis jcarrled out in a stepwise manner, ^irst, ^ • . 
a group of health problems are^qhosen to represent, the 'major health problems 
of the community.. Selection is ba^ed on the prevalence and potential severity 

of 1;he health , problem 'as well as tlie eff^cJ^Weneas of availal)le^ strategies . 

. 11 ^ \ ^ ' ' * 

' Kessner recommends the fallowing guidelines for selecting 

representative health problemsy'''^! ' . ^ 



• Each problem should 




7 



relatively well-c^efined^ila'easy to diagnose. 



.. • Each. sjiould have a^lSignificant, meas\±aMe functional impact. ' 



" .^rhe tfecKniques of m^tiical maija^ra'ent should be well defined for * 
at least one of the folloWing: prevehtion, .diagnosis, ti?eatingnt and 

* * 

rehabilitation, 

• The QiitcOme should vary with the utilization andjsffectiveness of 



care, 



1 



, \ The conditipn shoulcl have^ a 'high preyalengy rate . 



Us 



VThe epidemiology of the problem shouUlbe well understood.^ ' ^ 
^ . Although therei ls no* proof of commonalitiesibetween tracers and the. - 
rest of the health problems in the system, the- use of tracer conditions ' 
should not be .abandoned. Conditions which are prevalent andh&ve a large 
effect on the health care system will be somewhat r^presentative^by virtue 
of their weight and impact We, therefore add two criteria to those of 
Kessner .for selecting tracers'. ' ' , ' ^> . ^ 



• As a group, the diseases being monitored should ebver all clinical 
functions including primary prevention, screening / diagnostic 



evaluation, treatment, follow-up', ^nd wqII ^a^ieht surveillance. 

A ■' • ' ' ' ■ 

* As a group , .they- should 'Cover a ^oad spectrum of conditions; 

e.g., acute/chronic, adult/pediatric, physical/mental, surgical/ 

medical, remedial/preventive.- Table 1 shows tthe relationship • * 

between the tracer conditions usad in the pilot study tathe 

clinical functions- of health care* * * 

After selecting a set of tracer condition^, each is reviewed in detail 

» • • • * 

to detennin6 which areas wilHS^^amined in the assessment. Graphic 

models of the health care process (process maps) are useful -in defining 

the scope and content of 'the assessment for each tracer* 

The development of a procesfe'^map fpf irop deficiency ansmia serves 

as a useful example*. First, a simple diagram may be drawn to show the 

basic sequence of clinical functions (Figure 1)\ Patients either pas^ all 

the way through the process or drop out. The map in Figure 1 may be 

em|)loyed for some basic audit' designs",* but it does have^ obvious ' 

limitations For one', not all patients who mlghl enter the Sequence will 



have anemia Thes*r<individuals do no need to pass through distal elements* 
Moreover, the map does not distinguish between mass screening anji selective 
sc^^ening, and it wrongly suggests that follow-up is a n^essary condition 



fpr a successful outcome* l^inallyi all pathways^ on the map lead to dead ends* 



V ' • . ^ 

*• «- A • ' - 

If audit .planncers desiff a more realistic representation of the process , 
& revised map like -the one~in Figure' 2 can be constructed. In this example,, 
new pathways* are introduced, and routes arp contingent 'upon diagnostic ^ 
* and therapeutic results ' Also the new map describes a closed loop 
. ' system. Those screened negative ar^ referred tor periodic rescreening/ 
treatment failures are |cheduled'for additional therapy, and so on* If 
ttie planners "want to differentiate betw-een the various causes of iron 

deficienl::^ anemia (e-.g., prfegnancy, dietary deficiencies , chroriic blood 

ft 

lo^s, etc.) , if they want to qpver the diagnosis and management of adverse 
^ drug reactipns , or if they wani^o isolate the management of initial episodes 
, of anemid^from subsequent episodes /then additional branches can be 
added to the sequence. ' ' ' ' _ * / 

There *e no absolute rules governing the design of proq^ss maps;* 
. hoWever, the following suggestions might be made. First, a conscientious 
effort should be made to include all major clihical functions. Second, th? - 
map should inclyde more clbsed loop pathways than dead ends . Finally, 
branches should be included whenever the potential benefits seelh to ^ 

, ^ ^ • - . . ■ , 

outweigh projected costs for planning and auditing.^ The process map^-for 
If . . 

each tracer constincted for'the pilot study are*shown in Figxires 2 through' 

/ ■ •/ " 

9 (Appenjiix A) . i " 

Next, a lis.t of pr6blem specific criteria *are developed and translated* 
'fiitb indicators which, serve as the bqsis for the audit protocol.^ The 
indicators consist of three* types . Population-based Indicators express 
a perfcent of the total community which has received a particular health 



15 



ERIC ' • 



1 



service. This class of indicators characterizes the extent to which the 
health care system is meeting the needs of its total patient population* 
By tracking 'Specific/^Datient cohorts they desqnribe the continuity, distribution, 
and appropriateness of he^alth services received. This measure of system^' 
pdffofmance might be reflected by population-based indicators such as- 

1. What percent of the community has been ^adequately screengd ' 

for^ hypertension? • • ' . i ^ * - 

2.. What percent of infant in the community have been adequately 

immunized against poliomyelitis ? ; 
3. What, percent of patients diagnosed with otitis media, received 
adequate antibiotic therapy ? / ' 
Provider-based indicators express a percent of contacts between / 
patients and the health care system in which particular health services 
were provided. This class of indicator characterizes the ^adequacy of health 
servit^ provided^ when patients utili^^the ti'ealth-^care system, provider- ' 
based indicator data can be aggregatejl to characterize the performance 
of individual providers', provider disciplines! or all providers in the " 

^ ■ ■ ' ' r' ■ ^ ■ 

system. -This perforftiance measure might be, reflected by indicators such 



as: 



, 1. What pei^eent of patient visits due fpr-a screening blood 

pressure resulted -'in a blood pressure recording? ~" 
2 . .What p'ercent of infant visits due for poliomyelitis immunization 
resulted in. an immunization? - ' C 



... 3. .What percent 6f patient visits including a diagnosis of otitis 

media, was an appropriate antibiotic prescribed and a follow- 

- . ' 

up visit schgAiled at" an appropriate referral? *^ 

" ^ ^ . ' - ; . ■ ' 

Finalit y health status indicators e'xbress the percent of, patients for 

> « . ■ ^ _ - ^ L j ^ ' - 

Whom a change in health status has been documented. One should be' - 
cautioned against equatin^^ health stjatus indipators with measures of 
incidence or prevalence since the latter reqJires a random satnoling of 
the population . Health status indicat<?rs on the other hand often reflect 

" , h. ^ . ■ , 

changd In health status df selected. patient' .group; e.g., only those who 



were followed-up 



"The process maps of Figures ,2-9 (Appendix A) show the points in 
the process of cax^ where indicators are measured. The indicators are 
analogous of sens^a-s or probes which monitor' the function of complex 
machinery. As a group they pinpoint the areas of strength and weakness 
in the process of healtli care. 1*^ , ' 7 ''^ i 



.Some population based indicators are analoafbus to '*flow meters" 
and^ciari be constructed i^i^a seqilence in order to examine' the Continuity ^ 
of Bare. Referring to a i^rocess ftap, su<?h as the one' in .;^igure 7-^^:^ . s:^: 
Api)jBndix A, the patient phpulatipji c^n be seen to percolate down jthrough 

a variety of pathways . If "flow mjeter indicators are placed along the major 

• ''^ ^''^ ' r ' • . • 

routes, they, will .measure the dislilbution and; coVitirtuity of health' services 

* . ' , . 

For examplQ^^ if an indicator Is placed at -the entrance oLthe screenincr 
eilment; the, results wil^ show l?.pw well; screening servic.es are . ^ 
distributed amoiigthe at-risk population. These indicator^ sequenqjes 
rfidiy focus^n^any of the. clinical functipns.of the. healtjl. care process . ^} 



and can ex£>vess "contliiulty" as a series, df conditional probabilities based 
on enpirical data. *■ ' ' 'h i . ' . ' ■ ' \ ^ 

•.•^ ^7 .eJcandnlng continiiity of care in 'tiiis way, the assessnent jn^thodolpgy 
' can identify discontinuities in hekth ^are and distinguish between those' 
i^kted-i;o-prpvide,r^b-ehaviC)r7®rtTT^^ ' 
•services. In general a required health t&sk is conpleted' only when three 
basic steps ociciK-e. krst, there must be contact between the patient and an 
.appropriate pWder. Second, the nefed for that health care task^raust be ' 
• 'recognized, - and finally the task must :be perfoniied. Conventional wisdom • 
would sug^lst thait making' contact;;rwith the .health'? care system for services- 



isj.gerierally the responsibility of- the patient.' The recognition function Is 
the- shared responsibility^ of the -patient ^ who. may-'reflect need in his chief 
conp^alnt-, and the provider who i^views the patient's record. Finally, the ' 
perforaance Of the ^6sk-is"the responsibility of |hf provider. „The tracers 
ijftioseypfbcess m^s' ^pear^ Pigii^e^, 8, and ,9 (Ippendix A) ei^loy indicator 
sequences designed ^to^Xprlne thg continuity of (|re in this way. ■ ' , 
JEhe ilext st§p in designing ain' assessment/'-raeliodology' involves defining 



cilterla -pr, each in^^op, JPig'essional guid^^e frm. consultants -or 
local experts c^ be. solicited tq help' develop tl^ iii^al crjiterfa li^t. c 
An e^iaus^ve' li|eratui^^ search neces's^'tq v^date. -assessraentf" ' 

criteria.; Even i£ criteria' are borrowed ftrom prl-exlstirfe criteria lists, 
thfey musl^Pbe addpted for lodal cjiraumstahces.^ Tlds burderican be relieved " 
by e:q)ert>co)fisult^ts who* are fantUiar with the lli|^y^tiire; 



In generating ciriferia it iS useful to'cpnsider the suitability, of 
criteria for'ayc^ting the qu'ality of care. -Suitability is a function of 
'^e 'expected documentation patterns , scientific validity, and potential 



1 ^ \ - • 7 

C|onstruqtiveness of the proposed criteria . 



^J/^itiLiemectjOLdacj^^ 



. are used to detetrmine pompliahce, should be reliably recorded 
in the medical record. In general, prescrii5tions/ measurements, 
\ ' lab results ^nd diagnosis are well documented, ^but historical data. 



\ 



physical findings (especially negative findings) , and educational- 
tteatment plans are not, • . I . . \ 

• With respec;fe^o scientific validity, proposed criteria should be 
suppprted by the results of controlled clinical studies. If th^s 



th^s 



is i;ot pos sible , consensual support should be obtained from/ the 



jpcal professional community. / 

^- ^ "•■ 'i 

• With respect.to con struct iveness, effective coprective actlbn ^ 
programs should be available at the local leveMo assiire compliance 
with the proposed criterion. It is aN^a^te of tljnb'f6 me?i^^ ^ ^ 
elements of care which cannot llxe changed. 
Local providers should be encouraged! to 'inspect and miodify the ^ 



proposed criteria'list* Wheniihey are not* given the ^opportunity to 



\ 



intemallize the criteria which will be used to judge thelr perform^ce, 

the Resulting quality, assessment effort can be like a, major organ graft 

that doefmot take. . fiiitially, there is a great de&Lof cofrbem and anxiety.,^ 
/ ' / ' ' y / m j ' , ^ 

and then there is a relentless process of rejectiorW This, "host reaction" 



/ can be |jrevent6d by promoting local provider involvement in generating 

the eissessnient criteria. 

The indicators and crferia generated for each tracer condition in 

. the pflot study are shown in Tables 3 through 10 of Appendix B. 

' "' s ' ' ' 

^ — -■ Afterrthetlggal-^tajf-gives formal approvarto"critella T^ffoTmarice 



local 

'indi( 



• standards and' indicatoi;s,.^e evalifation can begin'. The first task is 

..to identify the 'material which is .to be, audited: Usually, charts ^r? . , 

• • . . • ' ' k 

selected on the, basis of. demographic information or diagnoses. Claims 

forms and disease registries can be used to find the appropriate records. 

A sami^f^ as small as'^SO charts is usually adequate to measure most 
- indicators'/^ however, larger samples will be needed if multiple 

statistical breakdown of results are anticipated .J If more^xlinic material 
, is available than is required for auditing purposes*, a repres'entative 

sample of reqords can be chosen u^*ftg a-random method^ 
. Next,.Jthe length of the study period is clearly defined. Longer time frames will 
' provide more audit specific information; however,, if the study period is too 

extensive, specificity is din\inighed, and the cl^ance for rapid. performance " 

tfeedback is lost. Evaluations which cover cons'ecutive six to twelve 

... - - ' ,< N ■ 

• month periods* are praqtical^for most health problems. The study of 

\ . ^ • . • " ' - • 

^ acute/ seasonal illnesses may require a shorter time. frame, and measxire-r^ 

/ ' ' . ' ' 

ments may/cover non-consecutive 3tudy periods. • '^'^ 

Chaft auditors can be ^a%vn from a^wide variety of occupations. . 

Medical records librari^ffs^' clerks ^ith a knowledge of medical term^ology, 

laboratqr/ pereonnel and college -students majoring in health related 
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profes€ibns have all performed well in"^hart review. Training objectives 
include- developing an understanding of pertinent medical terminology and * 
a. knowledge of where' audit specific information is' located in the record. 

Prior to tha sudit, trainees. ifi our program reviewed at least ten charts 

y ' ■ ' ^ . ■ V 

"per-indlcator with a quairfledTfiealfh professionaTTr '■ \ 

Two instruments are useful.for data collection. Tl^ flrst is a • . 

graphic algorithm or abstractor's raap^^ which summarizes the elem.ents ' 

upojii which judgments are'based. Auditors follow the pathWays in the maiJ 

as a guide to interpretation of data In the, medical record. The maps can • 

also serve. as the basis of computer programs f or ^utorrtated evaluation 

Jl^ystem, or as the data collection instrument for tracers used to askess 

. continuity of care. ^ In the pilot study, the data Qolle^t^on Instruments for 



hi^erteiision, noh-deficiency anemia, and urinary ttact. infections were*' 



J 



patterned closely after the. process map. They are ^hown in Appendix .t;. 
The secorid instrument Is the data collection form^for those tracers for 



' which provider-based indicators! ate used. The^e are'included in ^ \ ' 
Appendlx-CT~ ^ . / . . - ' ' i 

Largp evaluations can be streamlined by conducting the chart review 



in stages. First, health outcomes are :assessed.- If there is compliance with 
Wtcome performance standards, additional auditing i^ unnecessary » If ' 
outcome standards are not' met, a process audit can be undertaken to 
determine Wiere operations' hgye broken down. The initial objictive* of the''. > 
process audit is to confirm that all'major clinic at functions are present,' 
and that there is Continuity Jjetween, them. If major functions^aresibsent. 



or 



,if continuity is poor, addition^L-auditip^^s not indicated until 

1. " '■ ' ^ ■ 4- ' 

corrective' action has befen taken. If, or^ the other hand,^ majqrWnction^ - 
are. "present,, continuity is good, but the outconfe is ppoc-the deficiency X 
is probably dUe\to inadequate provider performance rath^e'rthan a general - 

' \ '\ \ ■ :\ > , " ' ■ . ' 

-sy stem-f ailurer^ -A hi^hly-specif ic-set-of-provlder-t)^tMhdlcators^is-^ 

' \ \ , ./ • „ . 1 ^ . : 



required -to stuW tl^is. typd of problem. 



. T^fe validity \)f^tihe review process should be'' per^^dfcalht re-examined. 



A health' professional other ^an the original chart^uditor should check 
10% of the indil^ator measurements in a, single blind^udy-/ Eor oui^ - 
,purpo5e6, a n;iiniinuiti of 80% reiiroducibiltty has been^^cor^sidered 
adaqyate. 
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THE PILOT SJUDY ^ . ; ' 

V • A pilot study has been/foiplemente'd using the tracers , criteria, ' 

• » ^ 

indicators , . and data collection instrument described. Assessment bf the 



qtfality of ambulatory care' was completed in six.-Service Uilits of' the 

s ■ ... 




^^\^ mS, three rural prlvatTprtfetices, and^o large -Health Maintenance 

Organizations. The res'ul^s of the assessments will be described in > 
■ subsequent reports., . ' ' \ • i ; ■ " v 

• ■ Cost Considerations • >^ 

s , , ^ '"-^ '\ ^ f 1 " 

- *»;The costs of imp^lementii^ this ambulatgn^, care quality asse^ssment J J 

^ methodolqgy can^be "reasonably estimated from experience in the pilot 

^ Sites, aiid are s^iowri in Table'2 . - In the pilot study thete was a single > 
Study design utilized ia^all the sites and therefore the de^sign costs 
could be spread over a lot^i of eleven sites 1^ Likewise aii a'dditionaJ{ 
Service Unit that wished to use exactly the sam^^^odology could ! 



\ the manpower requirements for implementation ^jfifould nec^sarily 



In the pilot study / a variety of disciplines were^found to. serve-^quite 
J^"^^ . ' w^U as data collector's, including medical records personnel, under- 



V 



do so without^ investing the manpower specified jiihder thV'design pha^e^ 

However, the manpower requirements for injplementation ,ij[Ould nec^sarily S 

I m 



be duplicated in each study site ♦ * / 4< r^. 



\ graduate students to health-relaiteH'^studieS^^ medical stu^ntg , :arid , 
^ nurs^ing' personnel • Local manpower ■ availability should probably ' 
dictate^-whoUs used as a data collector atH in our experience, the . 
' method allows a great deal Qf flexibility. ''^ 

• ~ ' ■ ' • V, ■ > . > i . ' , , , . . - 



Data RellabUltv , • » 

A test of data reliability waS performed by usii\ig an independent 
physician auditor who reexamine^d a sample of medical record previously 
reviewed by each data collector. In all cases there was ft least an 
85% agreement between the physician .standard and the data collector. 
Data Validity ' . ' / 

• A deserves mention that this m^ethodology examines the medical 
regprd rather than direct pbservation of the healtR care providers 
performance. Therefore assessments of the quality of care provided ^ 
are in reality assessments/of the quality of care as documentedan.the 
medical re'ocrd^ This m^'thpdoiogic problem in quality assessment tias ^ 

be.en i>oted^by others • and certainly is 'not splved by this study 

/ 

t 

design* The methodology does, hov*»ver, emphasize ^e need to 
- ^ <^ ' 

select indicators (and their criteria) which are reliably documented i^^ 

^ • * / 

the .medical record, ^ * 



. ' A parallel line of reasoning would suggest that essential items 

1^ . in ^e process of care should be^ reliably dooumented in the medical 

. record, oparticularly in health care settings involving several providers, 

*< , 

^If the elements of health care incorporated intp indicators are considerec} 
\ as essential to good health care, then-docunjentation of those items 



in the medical record shotild also be^cpnsidered as essential: to good 
carer Therefore a quality assurance mechanism that toproves the 
documentation of such essentialltems coyld be considered as .^ 
achieving an J^a^rovement in the process of health care. 



/- k ! DISCUSSION ~ 

An eclectic .lapprp^ch to jjatient care evaluation has been described. 
* It is Wended for Monitoring individual provider performance , the overall J ^ 
continuity and distribution of services, and impact on patient "health' " *' 

— — ^ ■- r— ^ — ^ — ^ 

•status. Information is gathered from both population-a&sed and provider- 

based perspe.ctiyes., and judgments rest on explicit criteria. * Results 

' ,^ ■ • ' 

distinguish bet^reen health worker, deficiencies and health system ' 

deficiencies.^ Ultimately, the method supports an holistic approach to 

quality assxarance activities which inclujies peer reyiew, provider -self- • ♦ / 

" assessment and education, managemei\t and planning. Despite these 
features,, a number of important evaluation topics such as acceptability, 
accessibility and afford^bility^ are not giv^n diregt consideration. Methods 

\for assessing these areas are beyond the scope of this paper. ' ' 

One final" caveif is offered. The benefits of patient care appraisal, ' , 
for both providers and recipients of health services, are proportional 
to the amount of effort and commitment that goek Into evaluation efforts. 
Our experience'sTiggests that a significant amount of work is required to ' ' 
achieve a measurable Impact. We^s'eriously doubt; tKat half-hearted, 
isolated attempts at evaluation will have any long term impact on the' 

•quality of care.- Furthermore, we feel that audits which.do not Jiave the 
support of the local staff will almost certainly fail to produce constructive. ' ^ 
change. On the other hand, active participe^tion by the local staff in 
designing the evaluation and interpreting the results, is the fir-st 



ERIC 




step in converting a health servi'ces delivery System' into a dynamic, " 
self-correcting system for^the prevention and solution of health prpblems . 



Potential re^i^rds are gre%t. 



It*- 




■A 
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TABLE 1: Tracer Conditions Used .in Pilot Study, Shown in 

' Relation to the Clinical Functions of -Health Care* 
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DESIGN PHASE 



Quality Assurance Director 

PhjTSicisua- Consultants 

Local Physician ' ' * 
(revia^ of criteria & 
indicators). 



10 Man-Days ^ 
* "5 Man-Days 

h Man-Day ^ (each) 



IM^IJEMEM!A±ON 



Physician (training data 

collector (s)) - , 

Data Collectors. (data ■ ^ 
\ ' - [ collection) 

Data Collectors (data ' 

analysis) A- 

Quality Assurance Director 
(interpreting 
results ) 

Quality Assurance Director 
Mother) 



2 Man-Days 

0 

t < 

10 Man-Days 

^ h Man-Day^ , 

■ f ' * 

'2 Manr-Days 
2 Man-IJays' 



TABLE 2:. Estimates of Cost of ]ji5)lOTentlng Ambulatory Care 
Quality Assurance Methodology in a- given site* 
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I f I * Jo 1 !oi*Wpec( 
IM -nttloniTu 



negative R«*eulture> 
Rate 



TITLE ^ • 


« 

iwLt 3: SixtKiuCOCCAL DISEASE < 
POWLATlOft 8ASE0 PRQCESS INDICATORS * 

* * • COMPUTATION 
I P^SCRIPTIOH [ ^ STUOr POPULATIOM * ntoo^riMr 


Stiectlvt 
Sc|:ttnfn9 
Ratt 


What ptrctnt of first visits for 
pharyngitis rtctivtd a throat 
tulturt Mi thin tMO days of tht 
initial visit? ~ 

S ' 


Xll patients over the age 
of 6 years who contacted 
a health provider for 
pharyngitis. 


Nunber Of first visits for pharyngitis 
in which strep culture was obtained 
divided by total nunter of ^isfts. 




Treatntnt 
Rati 


Whtt ptrctnt pf patitnts with a 
positivt strttl cuUurt recti vtd * 
an antibiotic within 5 days of « . 
the culturt datt? 


All patienti over the age 
of 6 vears who contKted 
a health provider fbr 
pharyngitis. 


Nunber of patients with positive strep 
culture results who received any anti- 
biotic treatnent within S days of the 
culture result divided by the nuR^er of 
patients with a positive s;rep culture 
result. ^ . 




Trettnmt- 
of-Choict 
lUtt 

I 


■ What ptrctnt of patients with a 
positivt strep culturt rtctivtd 
tithtr K2 mt LA Bicillin 
(6Qp«000 nj for children less ' 
than 60 lbs or 9 yrs or less). 
Oral pen X 10 days 
Erythroivcin x 10 days within 
S days of the culture date? 


All patianti'Ovtr the agt 
of 6 ytars who contacttd 
a he/lth provider for 
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« 

•* 
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Ratt 
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received an antibiotic without 
receiving • strep culture? 


All patients over tht agt 
of 6 ytars whor contacted 
a health provider far 
pharyngitis. 


s 

Number of pharyngitis patients who 
received an antibiotic divided by the 
nuiter of patients who did not. receive 
a strep throat culture. 


TITLE • 


TABLE 4: STREPTOCOCCAL DISEASE 
. PROVIDER BASED P^IOCESS* UlOjaTdRS 

COMPUTATION 

1 PgSpRlPTlON ^ sTtJOY POPULATION mippitivf r 


St^tctlve 
Scrctnln^' 
Ratt 


What percent of first visits for 
pharyngitis received a throat * 
culture within two dm of the 
initial visit? 


All patients over the age 
of 6 years. 


Nurter of first episodes of 
pharyngitis in which strep culture 
was obtained divided by total 
nunber of episodes. 


Trtatiwit 
Ratt 


What percent of patients with a 
positive strep culture received 
an antibiotic within S.days of 
the culture date? 


All patients over the age 
of 6 years. 


Nuiter of patients with pcsitlvr 
strep culture results who received 

antibiotic treatnent within S • 
days of the culture result ^vidtd 
by tht nunber of patients with ' 
positive strep culture. 


Trtatanftf 

of-Cholct 

Ratt 

- '. 


, Wh4t percent of patienu with a 
positive strep culture received 
. either 1,2 m U Bicillin 
.(eOO.OOO m for children less m 
than 60' lbs or 9 yrs or less). 
Oral pen X ijO days 
prythroivcin x 10 days within 
^ 5 days of tht culturt datt? - 
> 


All patients over the age 

of 6 years. ^ 

* * 


Nunber ofxpa tients receiving LA 
81clU|/i»^0ral Penicillin,or 
ErythrMiycin within S days divided 
by the niitaber of patients with a 
positive' strep culture. 

.1 

i 


UAsupporttd 

Trtatmnt 

Ratt- 

* 


^Hhat ptrctnt of pttltnts ^lith an 
V^tplsodt of pharyngitis rtctivtd 
^an antibiotic without rtctivind 
a strtp culturt? 


All patients over the agt 
of 6 years. 


Hwttr of patients who received 
an antibiotic divided by the nu86er 
of patients who did riot. receive a • 
strtp throat culture. ^» ' 


* 


• * 

\ tASLE h STREPTOCOCCAL DISEASE 
\ HEALTH STATUS (OUTCOME) IHOICATORS 

r 

DESCRIPTION STUOY^POPULATION 


» 

' COMPUTATION 
NARRATIVE > X 


Posltlvt Strtp 
' Oilturt Ratt 


What ptrctnt of episodes of , 
phtryngitis which wtrt culturtd 
^.^rtsulted in a positivt strtp culture? 


All patients over the agt 
of 6 years who received a 
throat culture for pharyngitis. 
« 


Nuster of positive strep cuUures 
divided by nuoter of episodes of 
pharyngitis iti which a culture was 
cbUi^ned. 



e 
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TA8t£^6: RHEUKATIC FEVER PROPHYLAXIS 
POPUUnON BASED PROCtSS INDICATORS 



rrriE 



Prophylaxis 



COMPUTATION 



DgSCRIPTION* 



STUDY POPUUTION 



NARRATIVE 



Whit proportion of pttitflts *f«f»' 
> tnitt4 prophylactically during 
tht study ptrlod? 



All patltnts on rhtunttic 
ftv«r iM^lstry for whom 
registry call t4> for 
iirophyUctic Xrta^t. 




Nuobtr ot.p«t1ents rectlving at 
1ei%t oflt prophylactic dos% d1vidtd< 
by tht toul study cohort. 



*0ru9 of 
Cholct 
RaU 



What proportion of patients rcct1^wd 
U aicillin or {if alUrgic to 
ptnicillin) tithtr Erythroaycin 
2S0 gig QID pr Sulfadiaxint 1 gr^ g.d.? 



Ill pati lints on rh< 
registry for 
«gistry e ailed for 
»rQphyl«ctic trtatntnt 



Nunber of patients receiving 
/LA Bici11in» Erythromycin or 
Sulfadiazine divided by the toUl 
' ' study cohort. 



Cohort 
/ Prophylaxis 
^Covtrag* 
RaU 



What Is the Man percent of the study 
year durtng which the study cohort 
was covered prophylactically? 



[U patients on rhtu^tlc 
vtr registry forwhoei 
listry called for / 
iphyl actio treatment* 



Nuiter of weeJcs eact) patient was 
covered with prophylaxis divided by 
tJte study cohort times 52 weeks. 



Prophylaxis 

Coverage 

Rate 



What is the Man percent of the study 
year duHng which those individuals 
receiving prophylaxh were covered 
pro^lactically? -v 



Alt patients on'rheustatic 
^\ fever NPeglstry for whoei 
5 registry called foiV . 
" prophylactic trtatiSent. , 



Nunber of weeks each patient was' 
covered with prophylaxis divided by 
the nunber of patients receiving 
prophylexis tines 52 weeks. 



AcuU 

RheunttlQ Fever 
Recurrence Rate 



What tJtrcent of patients suffered 
a recurrence of ARF durtng the study | \ 
tioeffrawll year)? ^ > 



AH patients on rheumatic 
/everlt^^istry fo^ whon 
regis tr^'celled fbr 
prophylictic ; treatment. 



NuD6er of patients with an episode of 
acute rheumatic fever durtng the study 
year divided by the study cohort. 



Prophylaxis 
Reofwal Rate 



What percent of visits by post ARF 
patients not covered prophylactically • 
resulted In a renewal of prophylaxis? 



All patiefjts on rheumatic 
fever registry for whon 
registry called for 
prpphyl actio treajtnent. 



HuDter of patient visits resulting In 
a renewal of prophylaxis divided by 
the nuffber of patient visits not 
covered by prophylaxis^ 



TABU 7: RHEUMATIC. FEVER PROPHYLAXIS 
PROVIDER-BASED PROCESS INDICATOR 



TtTlE 



OCSCRIPTIOW 



STUDY POPULATIOfI 



COWTATION 



NARRATIVE 



Prophylaxis 

Reneifal 

Rate 



What percent of visits by -post 
ARF patients not covered 
prophylactically rMulUd In a 
renewal of prophylaxis^ 



Patiently on 'rheumatic fever 
registry for^whom registry . 
called for prophylactic 
treatment. ' 



Nueber of patient visits resulting 
in a renewal of prophylaxis divided 
by the number of patient visits no; 
covered by prophylaxis. 



TABLE 8: RHEUMATIC 'fEVER PfiOPHYUXIS 
POPUUTION*BASfD-jj£ALTH STATUS INOICAtOR 



COMPUTATIOfI 



AcuU 

Rheumatic Fever 
Recurrence Kate 


What percent of patienti suffered 
a recurrence of ARF durtng the study 
. time frame (1 year}? 


Patients. on rheumatic fever 
registry for whom registry 
called for prophylactic 
treatment* 


Number of patients wlth^ an episode 
of acute rheumatic fever durtng the 
study yeer divided by the study cohort* 


\ 
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TITLE 


■ " v ■ ■ ■■ ■ ■ 

TABU 9: LACERATIONS^F SCALP AND EXTREMITIES. . ' 
ROPOUTlON-BASp PROCESS INDICATORS . 

; ^ * * COMPUTATION 
, PjSCRIPTION SHTOY POWUTION * NARPATTW . 1 


Wound 

Otscrlptlon 


Ptrctnt of scalp or txtrwrtty 
, Ucaratlon encounttrs documnt«d: ^ ^ 
^ 1) TJwf tlat slna'tht lactratlon^ 
- - 2) Cmt of tht 1«ctr«t1on. and 

3) Otscrlptlon of th« wound. 

» 


All patients ovtr the a^e of 6 
years who contacted a health 
provider for a scalp or extremity 
laceration. 


^ . . 

.Nwber of encounUrs documenting the 
tine, cause and description of wound 
Qinaca oy uie coUl nwoer of 
encounters for scalp and extremity 
lacerations. 


OooABtntition 
of Extant of 
InjHry lUu 


Ptrctnt of s^lp or txtrtirity 
Itctrttlons Mith docuMnttd 
consldtrttlon of bont, ntrvt * 
tnd vtscultr Involvtuent. 

* 


All petients over the a9e of 6 
years who conucted a health 
provider for a sealo op AstrMitv 
1 accretion. 

! 


• Nuiber of encounUrs docunentlno If 
the wound wu superficial plus,*1f 
not superficial, the number of cases 
documenting sensory, vascular or motor 
function distal to the laceration plus 
the number of scalp wounds where a 
skull fracture was considered. The « 
above divided by the toUl nunbar of 
- ^ encounters for scalp and extremity 
' lacerations. 


Tttanus ' 

Prop^jfltxls 

iUU 


PtPCtnt Of scalp 6r extrt«fty 
Itcdritlons which had currtnt 
tttanus Inunlzatlcn or whcrt 
9lvtn tttanus protection. 


All patients over the age of 6 
years who conucted a health 
provider for a scalp or extremity 
laceration. 

« 


Number of encounUrs with current 
Utanus ImuAUatlon or number of , 
encounters given a tetanus toxoid 
divided by the toUl number of scalp 
and extremity laceratloi^ encounUrs. 


Rivlsit lUtt 

0 


Ptrctnt of patients' wjth sutured 
scalp or extreirity laceration by 
any health provider for any reason 
within 5*15 day? of laceration 
encounter. 


. All ^tlents ovef the age of 6 
years who contacted a health 
provider for a scalp or extremity 
laceration* 


Nwber of patients seen for any reason 
5-15 days afUr laceratlbn encounUr 
divided Jby the toUl nunber of sutured 
scalp^and extremltyM^ceratlcns. 


FollOK-up 
V 


Percent of patients with sutured \ 
scilfrorlrxtre«1ty lacerations 
with docuoentatlon of wound* 
healing 5*15 days afUr laceration 
encountef. 


^1 patients over the age of 6 
*^years who conucted a health 
provider for a scalp or extremity 
laceration. 


Number of patlenU with documentation 
of wound healing divided by the nuster 
of patients with sutured lacerations. 


TA8M 10: LACERATIOMS OF SCALP AND EXTREMITIES . k 
, . PROVIDER-BASED PROCESS IWOICATORS 

/ ' COMPUTATION 
— IUkfi • ■ P^SCplPTIpW ^ 5TU0Y POPULATION ' NARRATIVE .1. 


Wound 

Description 
R«tt 


Percent of scalp or extremity 
laceration encounters by provider 
type (m. PHN. CHA. RM. PA) that 
docunented: 1} Tine since laceration. 

2) ause of laceration, and 

3) Description of wound. 


All patients over the age of 6 
yean who^nucted a health 
provider for a scalp or extremity 
laceration. ^ 


^By provider type nunber of encounul^ 
documenting the t1ne, 'caus« and 
description of wound 4^vided by the 
toUl number of encounters ^or scalp 
and extremity lacerations. ' 


Oocuatnutlon ^ 
of Exjttnt of 
Injury R4U 


By provider typt'^percent of scalp 
or extrt«1ty lacerations with 
doctMnted consideration of bone, • 
nerve and vascular Involvement* 


\aU patients over the age of 6 
>ars wM conucted a health 
- provider ifor a scalp or extremity ' 
laceratlori. 


^By provider type nunber of encounUrs 
documenting If the wound was superfl* 
cial plus. If not^i|iiperf1cial,'the 
nui^ep of cases documenting sensory. 

^ vucular or-metor funct<on disui to 
the laceration plus the nupiber of 
scalp wounds where a skull fracture 
was considered. The above divided by 
the toUl ntffber of encounUrs for 
scalp and extremity lacerations. 


TtUnus 
• Propfiylaxis 
RtntMl R^tt 


Percent of patients who wtrt due for 
tttanus liMinlzatlon and received 
tetanus toxoid. ^ 


• All patients over the age of 6 
years whd contacted a health 
provider for a^calp or extremity 
laceration. o 


Number of patlenU who received 
.5 cc adsorbed utanus toxoid divided 
by the number of patlenU who did not 
have a^jyanus boosUr within 5 years. 


R«t« 


By provider type, percent of petients ^ 
with sutured scalp or extremity lacer* 
atlons who revisited provider 5«15 days 
•after laceration with docuotnutlon of 
wound heel1n9. ^ ' 


All patients over the age of 6 
•years who conucted a health ' 
provider for a scalp or extremity 
laceration. 


Ntffber of patienu who revisited a 
health provider and had a statement of 
wound heating dividt^^Jby tht uul 
■ nwber of patlenU in^e cohort. 

V • ' 


, ^ HEALTH STATUS INDICATOR ' . ~ ^ 


-Obttrvt^.Uound ' 
^ftctlon Rau 


Percent of scalp or extremity laceration 
tncounttrs with documnutlon of wound 
Inftctlon within 2 t^ks. 

— ) ■ 


All patients over the age of 6 
yeari who contacted a health 
provider for, a scalpSor extremity 
laceration. 


Number of patlenU with evidence of 
" wour)d Infection within 2 weeks of 
laceration encounUr divided by total 
nui^r of encounUrs for scalp and^; * t 
extremi ty 1 aurati ons . 



/ 



ERIC : 



73 



45 



V 



TABtE 11: PRENATAL CARE 

^ POPiUTION BASEO PROCESS <.INOiaTORS * 



PrmaUl 
.Entr^ Ratit 


What proportion of prtgnant wontn enttrad 
th# haalth cara systaa by tha 20th watk 
. of gtstatlon? 

1 


Wonen with a diagnosis of 
pregnancy betMeen Oct. 1 • 
1974 and Oct. 1. 197S. 


Kunbar of wonen who nade a prenatal 
visit at 20 week gestation or less - 
divided by the total nue^er of wooen 
who iiade a prenaUl visit dilrlng tha 
study 'period. 


PrtftiUI 
Work-Up 
R«ti 


What proportion of pregnant womn had a 
YORL* carvlcal culture, pap saaar, 
avatuatlon of ruballa status and 
clinical palvlnatry by tha sZOth wtek of 
gastatlon? 


Wonen with a diagnosis of 
pregnancy between Oct. 1 • . 
1974 and Oct. 1. 1975. 


Nurt)er of women who had a VORl. ^ 
, carvUal culture* pap snear, evaluation 

of rubella status and clinical pelvl- 
. Iiitry by the 2Qth week of gestation 

divided by the total nuober of Vonen 
' who Mde a prenatal visit during the 

study' period. 


Prt^nancy 

AssMsntiit 

R«tt 


What -proportion of pngn^t wotian had 
docuaantatlon of risk or prognosis of 
pregnancy by tha 20th wttk of ^* 
gastatlon? « * 


Women with a diagnosis of 
preinancy between Oct. J t ' 
,1974 and Oct. 1. 197S. 


' Nunber of women who had a statement of 
risk or prognosis of pregnancy by the 
20th week of gestation divided by the 
total nustar of women who made a pre- 
natal visit during the study period. 


WMttd, ' 
Urwanttd, 

Asstssnint 
RtU 


What proportion of pregnant wooen tad ^ 
docunantatloit of wanted t unwanted, or 
undKldad pregnancy by tha 13th weak 
of gestation? \ . ^ 


ilonen with a diagnosis of 
pregnancy between Oct. 1 t 
1974* and Oct. 1, 1975. , * 


Nuiter of women with statement of 
pregnancy wanted • unwanted, or unde- 
cided by the 13th week of gestation 
divided by the total nuaber of women 
trfig had a prenatal visit during the 
study period. 


Prtgnwcy 
TAB RaU 


What proportion of pregnant wQ|Mn 
with docunntatlon of unwanted^" 
pregnancy pirlor to 13t)i week of ' 
gestation received a TAB? 


.Wonan with a diagnosis* of 
pregn^cy between Oct. 1 • ^ 
1974 and Oct. \^ 1975. ' 

l^Si, 


NuBter of women who received a TAB 
divided by the total nunber oC wonen 
with an unwanted pregnancy prior to 
, the 13th week'of gestation. 


Nutritional 
Couflif11n9 
Rata 


What^roportlon of patient received ^ 
nutritional counseling by the 26th 
weak of gestation? 


Women with i diagnosis of 
pregnancy between Oct. 1, 
1974 and Oct. 1, 1975. 


est — ; 1 

Nuiber of women who received nutrition 
counseling by the 26th weak of gesta* 
tlon divided by the total number of 
women who made a^^prenatal visit during 
th^ studv oerlod. 


Faiilly 
Planning 
CowMlIng 
RaU ^ 


Jfliat propoHlon of patients received 
family planning counseling during tha 
pregnancy prior to discharge fbllowing 
delivery? 


Wonen with a diagnosis of 
pregnancy betiieen Oct. 1 • 
1974 wd^ct. 1, 1975. 


Nonber of women who received family 
planning counseling during pregnancy 
or prior to discharge following 
delivery divided by total nuiri>er of 
women In study cohort. 


Prtgnaney 
Inductd 
Hyptrtanslon 
Scrttning 
*TUta 


What proportion of patlants bid 
blood pressure checks at laiit 3 
tlqu In t^a second and 5 tims In 
thathiRd trimstf r? 


Woivn with a diagnosis of 
pregnancy between Oct. 1 • 
1974 and Oct. 1. 1975. ^ 


Nuriber of women who had blood pressure 
checks at leut 3 times In^U vA// 
5 timM in. 3rd trImMtar divided by 
total nuifcar of women In study cohort 
)4io were se4n during their 2nd and 
3rd trImMters. ^ 


PfMnancy * 
trxiucad 

Kyptrtanslon , 
Racognltlon ' 
Rata' ^ 


* What proportion of patlants with ^ 
a dIUtollc 8P greaur than 90 4 ^ 
recorded during .pregnancy tud a ' 
dia^hosls or harratlve doomntlng 
rKognltlon of the abnormal 
dfastatic blood pressure? ^ 


Hoavn with a diagnosis of 
pregnancy batMttLpct. 1. 
1974 and Oct. iTlfes. 


Nua6er of patients with a recorded 
diastolic blood pressure greater 
than 90 who had a diagnosis or 
naVrative documenting recognition 
of the abnormal diastolic' blood 
pressure dlvldad by the nunber of > / 
-patients with a dlwtollc Jilood^.^^V 
pressure oreatar than 9C. ^.^^-^ 


Anairia 

'Scn«i1ng 

Rau 


^ , W)]at-pttport1on of patlants had a 
he«itdcntor he^globln checked* 
y^ln be f1 (ft 20 weaks of gesutlon? 


Wonan with a diagnosis of 
, pregnancy between Oct. 1, * 
1974 and Oct. 1, 1975. 

4 


Nui^ar of womin wto^had a Hgb or Kct 
during 'their f1rst^20 teaks of 
gesution'dlvlded.^K^ mmter of 
women In the study cohort. ■ ' 


Pmnancy • 

Honltorlng 

Rata 


Whet proportion of pregnant wofnn 
had tha fundal height Masured'^S 
tInH In tha second and 5 tines In 
the third tr1ws>ar and had the 
nm docuMntad once In the second 
and 5 t1«M In the third tHmster? 


Wonan with a diagnosis of 
pregnlncy betweeri Oct. 1, 
1974 and Oct. 1 . 1975. 


\ 

Ntinber of women who had their fundal 
height measured 3 times In the second 
and i timM In the 3rd trImMtar and 
tha FHR documented once In the 2nd 
and 5 times In tha 3rd trImMtar 
divided by the study cohort SMn in the 
^-2nd and 3rt:^mester. 


Pprtparttfi ( 
Pollowup • ^ 
. Rata .^A" 


What proportion of wonan who 
delivered ware seen within 8 
weeks of the deHvery? 


Wonen with a diagnosis of 
pregnancy between Oct. 1 . 
1974 and Oct. 1. 1975. 


Number of woQan who were seen within 
8 weeks of delivery divided by the 
nuater of women In the study cohort 
who delivered. 



TABU 12: ^EHATAL CA)tE 

PROVIDER BASED PROCESS INDICATORS 



OESCTIPTIOH 



STUDY POPUUTIOH 



. Pmn«til ^ 
^ Uorfc*up 


' — % ; — — ' 

^fiat pro^rtlon of pregnant wooiefl had 
a VDBL, cervical culture* pap soear, 
and clinical pelvimetry within Z 
weeks of the first prenatal 


Women with a diagnosis of 
. pregnancy between Oct. 1, 
1974 and Oct. 1. 1975. 


Nuiter of women who ^id a VORL. ^ 
cervical culture* pap smear, and 
» clinical pelvimetry -within Z weeks, 
of the flrst^renatal visit divided i 
by the^tetejwpjber of women who , 
aadk a preaMl visit during the / 
stu^y ^^^iK ^ 


Asstssntnt 
R«U 


What proportion of pregnant wonerf had 
documentation of risk or prognosis of 
pregnancy within Z weeics of the first 
prenatel visit? , ^ 


Women with a diagnosis of 
. pregnancy between Oct. 1 . 
1974 and Oct. 1. 1975. 


NM6er of mBii who had a stetement 

oX risk or ^fbgnosls of piregnancy 
within 2;weeks of first pttnatel 
visit divided by thd tetel nuoiber of 
women who made a prenatel visit 
during the study period. 


UnwanUd* 
Und«e1dcd 
Prtgnificy 
Asses sntnt 
Rati 


What proportion of pi;egnant womn had 
docunenutlon of wanted, unwanted* or 
undecided pregnancy on the first 
prenatal visit? 


Women with ardlagnosis of 
pregnancy between Oct. 1 , 
1974 and Oct] 1. 1975. 

w 


Nunber of tromen with a statement of 
pregnancy wuted* unwanted or undecided 
divided by the tetel nunt^eFV women 
who made a prenatel visit dunng the 
study period. " 


.Unwanted 
Pr«9naficy 
Counstling 
' Ratt 


What proportion of pregnant womn 
with unwanted or undecided pregnancy 
docuaented on first visit received • 
counseling within two weeks aftei; 
first Drtnatal viiif* 


* ' 

Women with a diagnosis of 
pregnancy between Oct. 1, 
, 1974 and Oct.^1, 1975. 

''J\ — 


^ NuBber'of women with uhwant^^r ^ 
undKlded pregnancy-who received an^ 

"explanation of options *w1th1n Z weeks 
of first prenatel Visit dlvlded^by tee 
nunber of women^wjlth a stetamcnt 
ot unwanted or^ondetlded pregnancy on 
first prenatel visit.. * 


AnMria 

Scrtating 

Rate 


What proportion of pregnint wonen 
had a heMtocrIt or hemglooln 0 
chKked within Z weeks of the first 
* prenatel visit? ' 


Women with a diagnosis of 
pregnancy between Oct. 1* . 
1974/and Oct. 1, 1975. 

' 1 r 


Nwber of women with an Hgb or Hct ^ 
within 2 weeks of first pref^>t|1 x^sit 
divided by the totel nun^r of women 
who made a prenatel visit durlhg the 
study *pcrl0d» * 


Prtgnaftey. 
Monitoring 
Rate 

1 


^« » 

What proportion of ^ visits made 

after the prenatel evaluation 
i resulted In doomntatlon of fundal 
j -height? *" * ^ " 


Worn wllih a diagnosis of 
^ pregnancy between Oct. 1 • ^ 
1974. and Oct. 1. 1975. 


Nun^r of vial te .made after the 
' ^'prenatel evaluation with documtnted 
fundal height divided by ^e nunber of 
visits made by the study cohort. . 


Pr«gn«ncy * 
Inductd 
Hypertension 
^ Scrttning 
Rate 


Mhat proportion 0/ .visits oede by 
pregnant women In the second and 
* third trlmster resulted In a 
docuaented blood pressure recording? 


Uomei) with a diagnosis of .^^x ' 
pregnancy between Oct.^ 1, 
1974 and Oct. 1. 1975. 

f 


NuRb^r 0/ visits in and and 3rd 
trimesters with re^rded blood 
pressure d1v1de0y the totel 
nu«ber,of visitt in the.2nd a^ 
3rd trimesters /by the study 
Dooulatlon. ' 


/onomil 

4p Rtccgnltlon 

Rate 


What proportion of visits with a 
recorded diastolic BP greater than 
90 had a recordtd diagnos'ls or narrative 
documenting recognition of the abnorael 

m ■ . 

✓ 


Women with a diagnosis of 
pregnancy between Oct: 1* 
1974 and Oct.<l, 1975. 


Nmber of visits with a recorded 
diastolic 8P greater than 90 with 
a diagnosis or narrative documenting* 
recognition of the abnormal diastolic 
blood pressure divided by the nunber 
of patients with diastolic 8P greater 
than 90r " 
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TABIE 



PRENATAL^ CARE 
IPUUTION BASED HEAITH STATUS INDICATORS 



TtUE 



Nonwl Birth 
Might Ritt 



DESCRIPTION 



>8rctnt of prtgnanclts rtsultlng in i 
birtti wtlght bttNttfl 5 lbs 8 oz and 
9 lbs. . 



_STUDY POPULATION 



Newborns of woown diagnosed as 
pregnant betM««n Oct. 1, 1974 
and Oct. 1, 197S. 



•COMPUTATig 



Nurter of neAboms with a birtt» weight 
between^ IbJ 3 oz'and 9 lbs divided 
by the total nunber of newborns in the 
study population. 



*^ccepUbU 
1 Minute 
Apgor Rate 



Percent of pr«^nc1es rtsultlng in 
an Infant with an Apgar 7 or greater. 



Newborns of wOewn diagnosed as 
prtgnant betwetn Oct. 1» 1974 
and Oct. 1. 1975. 



NuBter of newborns with • one artnute 
Apgar score 7 or greater divided by 
tht total nuaber of newborns in the 
stUdy population. 



Pregnancy 
Induced 
Kypertehslon 
RaU 



Percent of pregnancies with docwenta* 
pregnancy induced Nyperttnslon 
or>d1astol1c BP greaUr than 90 m Hg. 



Uooien diagnosed as prtonant 
between Oct. 1, 1974 J« Oct. 1, 
1975. . ^ 



Nurter of women with pregnancy induced 
hypertension or diastolic BP greater 
than^ divided b/ the total study 
poptflation. 



Gestational 

Olabetles 

Rate 



Percent of preonancies with documenta'* 
tionV gestational diabeties. 



WoMn diagnosed u-pregnant 
between Oct. 1» 1974 and Oct. 1, 
1975. 



Nuffber of women with docueented 
gesutional diabeties divided by the 
total study population. 



iflniiua 
Estiutt of 
Ptyvelanc« of 
AAala fn 
Pregnancy ^ 



Percent of pregnancies wfth- d<)cu»enta- 
tlon of anenia. 



Woa«H diagnosed as pregnant 
between Oct. 1, 1974 and Oct. 1, 
1975. - ' 



, Nunter of* wootn with documented anemia 
di\^ded by the total stud^^pulation. 



Optratlve 

Otlivery 

Rate- 



Percent of pregnancies teminating with 
operativt delivery. 



Wornn diagnosed 
between Oct. 1 » 
1975. . 



ct. 1. 



NuKber of pliancies tenninating with 
optJtative delivery divided by the toUl 
4 tudy 'population.^ ' 



TAB FMrily 
Planning Ratt 



Percent of woneti with TAB who rvctived 
fMlly planning within. 4*6 weeks after 



Vonen diagnosed as pregnant 
. between Oct. T, 1974 and Oct 
1975. 



Na*er ofswomen who revived family 
planning 4-8 weeks after TAB divided by 
the toUl nuRter of TAB in the study " 
population. ^ ^ 



Post PartuMS 
Family 

Planning^ 
Rate ^ 



Percent of preonant wone'n who delivered 
who^€gan f«ri1y plinning withtn 4«8 * 
weeks of delivery. ^ 



Women diagnosed as pregnant . 
^ between Oct, 1, 1974 and oit. 1, 
^ 1975. ,^ * 



Nuiter of women who began family 
planning 4«8 weeks post partun 
divided by tht toUl nuRter of ' 
deliveries. 



Rtflttlned Free Of 
Pregnancy For One 
Year Rate 



Percent of women that remained fr«e 
^of prtgnancy ono year. 



Women diagnosed as oregnint 
between Oct. 1» 1974 and Oct. 1» 
1975. 



nuiter of womn who remained free 
of pregnancy one year after de- 
livery divided by toUl nurter of 
womtn who dglivertd. ^ 



J 
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TABU 14: !HFA«T CARE 

^^^PUIATION BASEO-11R0CE5S WOlCATORS 



- Ini (1 SB ' 

Instruction 


Hhit proportion of Infints' ^BOthtrs 
r«^ivtd ditt or fetding 1n4tr«ct1on 
prior to d1 schir9e if terjdtl 1 vtiy? 


diuur rvruLAi tun 

Women who delivered between 
July 1, t975 and July 1, 1975. 


Nurtjf of women who received nutrition 
feedfnq counseling prior Jto discharge 
after delivery divided by nunber of 
llveWlveries In study population. 


Inttlin 
Ritt 


^Wh«t proportion of Infwts' rothtrs 
^f-TWkSH^^ Instructions on g«ntnl 
?X 'topics of InfMt c«rt prior to 
'dIschirTe ifttr dtllvtry? 


WoMn who delivered between 

July 1, 197S and July I. -1976. 


'Hunter of women who received Ihfant 
care counseling prior. to discharge 
after delivery divided by the nunber 
of Hve'dellverles In study population. 


Growth 
R«tc 


Whit proportion of Infwts had wtlght 
«fid Itngth recorded at least 3 tines 
In first 6 nonths*snd at least 2 t^ii«s 
_Jn second 7 nooths of life? ^ 


Births between Aug.l,' 1974 and 
Aug.. 1, 197S (must be 13 no. 
old between 9/1/7$ and 9/V76}. 


' -^-^ 

Nunber of Infants with weight and 
length recorded 3 tines in first 6 
nonths and 2 tinn in second 7 months 
of life divided by the total nuster 
in the study population. 


'Otvtloptitnt 

MonltoHng 
lUtt ^ 


What proportion of Infants had 
docuntnted statennts o/ developt«ntal 
miestones at least 4 tines In the ' 
first 6 nonths and at least 3 tints 
• In the. second 7 nonthf of life? 


Births bcMeefvOug.* 1 • 1974 and 

Aud. 1. 197S. fmKt bft W mn 

old between ,9/l/7S and 9/1/7$). 


Nunber of Infants with developmental 
history at least 4 times in the first 
$ nonths and at least 3 times in 
second 7 nonths of life divided by . " 
the total nuPiOtr in the study popula- 
tion. V 


Ottt 

Moni toiing 
lUU 


What proportion of Infants ^ad 
docunenutlon of^dle^ry Intake at 
least 4 tines Ji^the first 6 nonths 
and at leasjt^mfms In the second 
7 nonths of life? 


Births between Aug. 1. 1974 and 
Aug. 1. 197$ (must be 13 m. 
old between g/l/75 and 9/1/76). 

- / J . 


Nunber of infants with diifet history 
atleut 4 times in the first 6 months 
and 3 tines in the second 7 nonths of 
• life divided bv.the toUl nunber in 
the study population. 


Imunlzatlon 
IUt« 

t 


WhaLpropdrtlon of Infants had received 
3 m\ 2 OPY. a ntesles and a rubella 
1nnjnl2a^1oh by age 13 nonths? 


fil rth* b«tu#«Ml Ana 1 xmA 

Aug. 1. 19ZS (oust be 13 no. 
old betwHn 9/1/7S and 9/)/76). 


Nunber of infants who received 3 OPT, 
/ 2 OPV^a naesles and rubella Imnuniza- 
tion Bf^ag^ 13 months dixjded by toUl 
nuifeer In study pgpylatlon. . 


Counst11n9 
(Utt 


What proportion of Infants' nothers 
received counseling In topics of; 
Infant care at l^est once In first 
six nonths and once In.vecond 7 
nonths of life? 


Births between Aug. 1, 1974 and 
Aug. 1, 197S (nist be 13 m. 
old between 9/1/75 and d/1/76). 


Nwber of nothers recelvlngflnfant 
care counseling once in first & months 
and once in second 7« nonths dl^ded 
by total nunber in study popelatlon. 


Scre«n1 ng 
lUtt 


What proportion of Infants had a / 
Het/Hgb^ recorded In SKond 7 nonths 
of life? 


Births between Aug. 1, 1974 and 

Aug. U 1975 (nust be 13 no. 

old between 9/1/75 and 9/1/76). . 


Nunber of infants with an Hct or Hgb 
recorded in the second 7 nonths of 
life divided by the toUl nuiter of , 
infants in the study population. 


Antnla 
Scrt«n1n9 
Yield 
lUte 


What proportlonisf Infants screened 
for anesia were screened positive ; 
(Hgb iHs than 12 ga. or Hct less 
, than 37X)? 


Births between Aug. 1. 1974 and 
Aug. 1, 197S'(nust be 13 no. 
old. between 9/1/7S and 9/1/76). 


»u9ber of tnfsnts wlth^a Hct less than 
37t or.Hgb less than 12 gn.' between 
6 nonths and 13 nonths of life divided 
by the number of infants who received 
, .a Kct or Hgb between 6 and 13 nonths 
of life. 




What proportion o^^nfants had a ' 
PPO or Tine test In die*second 7 
npnths ofOlfe? • 


Births between Aug. 1, 1974 and. 
Aug,' U 1975 (must be 13 n>.\ ^ 
old between 9/1/75 and 9/l/7«). 


NiAber of infants with a PPO or i^lne 
test recorded in^ the second 7 months* 
of life divided 'by the total nunbef 
of infaf)ts in the study popujatlon. 


Hip Oyspfula 

ScrMfiIng 

lUtt 


Wnat proportion of Infants had ~ 
docuntntetlon of specific h1^ 
exaM In thelr firsts nonths of 
life? 4 • 


Births betwMn Aug^. 1. 1974 ^ ' 

Aug. J. 1975 (nui^^be 13 n. 

old between 9/1/75 and 9/1/76). ^ 


Ni4rt>er of infants with a hip exam in 
the^f1rst'6 months of life divided by 
the total nuMber of infants in the 
study population. 
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T«b1t IS: INFANT CAKE 

PnvlOa BASED PROCESS INDICATORS 



Srowth 
Nonftorifi) 
lUU ' 


' What proportion of visits had Mtloht 
and laf>9th rtoorM dgrino first T3\ 
wnthfof lift?. 


Births batwaan 8/V74 and 
8/1/75, 


Ntfi6ar^f visits with rtcordtd 
• wtlght^Ml lafl9th dgrlng first m 
< 13 aonths of 11fa d1v1da4 by^tha 
. total nwbar of visits nada by tha 

study population. ^ ' 


OPT ' ' 

iMMMlzatlon 

lUU 


MMt proportion of visits' aadt whtfl 
an \tiiM MS dyo for a DPT Inunlzi- 
tlon «u tfit Inwnlzatlon givtn? - 


Births batwaan 8/1/74 and 
8/1/75, 


Nwbar of visits mada whilt ovardua 
for D^ and rtcalvtVa DPT divided 
by total nuibar of ovardua visits. 


out 

History 

lUU 


, What proportion of vlslts^iiad doa«tfitt« 
tlon of ncont dittory IntaJtt? */ 


Births batwftn 8/1/74 and « • 
0 ,a/V75- 


Nufebar of visits with documntatlon 
of diat history d;lv1dad by total 
nui6ar of visits nada by study pop* ^ 
• ulatlon. ^ 


. ■ w • 

TA81E 16: INFaHt CARE ' " ^ - 
POPUUTION BASED HEALTH STATUS INDICATORS * - 

THIE DESCRIPTION ^ STUDY POPULATJOH * COMPUTATTnH ^ 


Adtquat* 

6roi#th 
R«U ^ 


What proportion of Infants wtrt bttwctn 
tht 10th and 90th MrccntJ^s fbr htlQht 
and Molght at appf^lMt^ 1 ytar of a9t? 

irnat proportion ohtAn^f*d an Apoa^* 


Births batM^ 8/1/74 and 
8/1/75. 


HmbT of Infants with hal^ht and 
walght batytan 10th and 90th ptrcan*^ 
tllas at 1 ytar of ago divldad by 
nuffbar of Infants In study saapla 
0 with racordad walght and halght at 
apprexlnataly l^yaar of aga. 


Birth 

Otprt$s1on 

Rau 


Scora lass than 6Mg^tauU or las^ 
than ^ at 5 fAmtStM^ « « . • 

1 4 

^ ^ ' ^ 


B1rth$.batMcn 8/1/74 and . t 

8/1/75.^ 


Nipbar qf Infants with an Apgar Scora 
iHs than 6^at 1 alnuta or lass than 
8 at 5 njnutas divided by tha total 
nui6ar of Infants In tha study 
population. , 


Totil , 

iMUfilzitlon 

R«t« 


Iftat proportion of. infants tiad^^lvad 
3 OPT» 2^0ffy« aaaslas and a rabtUa & ' * 
iMwnUatlon by a^t 13 mths? 


V Mrth» btbMw vim »n<l~_^*^ 


Nui*ar of Infants who racalvtd 3 DPT« 
t OPV» a aaulas ^and a ruballa lonunl* 
zatlon by .a9a 13 mnths divldad by 
^ total nuibar In study population. 


OPT - opv 
tiMunlutlofi 

R4tt * 

t 


What proport1on^||ftfants racalvad 
3 OPT and 2 OHV^ 13 «bnth$? 


airthj'batwawi ,8/1/74 and^ ^^^^ 

^i/Tsr/o, • , / , 


^ nmb9r of Infants V)6 racalvad 3 DPT 
. and 2 OPV by a^a 13 itonths divided 
- by tha nuri»ar of Infants Iri tht study 
cohort* 


N1n1iu» ^. 
EstlMU 
Prtvalanct 
of An«iri» 


What proportion of Infants had ' 
dooiMntatlon of a posltlvt H)b 
(lass than 12 91) or Het (Itu * 
<^ than m) bateaan « aonths. and 
13 mths of a9a? ' 
■ ' 


Births batMan 8/l/74>jmd «^ 
-8/1/75. * ^ IL ^ 


'Nuii6ar of Infaot&^th a Hgb lata tftan , 
U oa or Kct inmr ttan 37f batwaan ^ 
f Mths aad 13 mtbs'df ago divldad 
by tha nui6ar of Infantt^ln the study 
cohort. ^ ' 


InfMt 
NutrltiM 

tibtfuctloA 
Ratt 


What proponion of Infant nthars 
racalvad Infant nutrition and faadln^ 
Instructions prior to dlschargt froa 
tha hospital? 


Uonan who dallvtrad batMtn f> / 

Mh\f 1975 and Jjily 1, 1978. ^ 


flwbar.of Infant BWthars who racalvad 
docuaantatlon of Infant nutrition and 
faadlrfis Instruction prior to discharge 
fron tha hospital divided by thf 
JjjMt^r of Infants In tha study cohort. 


8r«itt 

PM1n9 
Jtatt 


^ What proportion of Infant mthtrs 
vara dischargad fro« tha hospital * 
braast faadln^r ^ 


Uonan idw dall varad batwaan 

July U 1975.aiid^J^ 1, 1976^ ^ 


Nii^r of Infant aothars discharged 
fro« tl^ hospital after delivery with 
docunntatlon of braut feeding divided 
by tha nui6er of Infant laot^rs* 


;inf«nt 
/ '^ourn«1lR« 


What proportion of Infant lothars 
rtcaivad Infant cart counsalln) 
prl^r to discharga fro« tha hospl^l? 

. ' t 


UoMn Mho dallvarid batkwan 

<»Ju1y 1, ,1975^ Jdly 1> 1976«- 


Nuater of Infant nothaW who received 
dooiMntatlon of Infant care counseling 
prior to dlsehar^ after dalivety 
divided by the .nw6er of Infant nothars 
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TABLE 17 J SYSTEM PERFORMANCE -FOR,. ' • 
HYPERTENSION . SCREENiNG' \ 
^ (Population-fiased Jndica^prs) 



INDICATOR 



DESCRIPTION 



STUDY POPULATION 



COMPUTATION 



Screening Contact 
N^ate^ 


Percent of population who made con- 
tact with the health care system 
at least once within the three 
year time frame .(1/1/74-1/1/77)/ 


" All persons in the 
patient population 
between the ages of , 
40-60 years. 


Number of^^persons ^vfho made contact 
with the helath system at least 
i5)nce during the time frame, divid- 
^'e^a by the total study population. 


Screening Rate 

* 


Percent of patients making contact 
wHo ^had their blood oressure re— 
corded at least once (in the 
absence of trauma, pregnancy,, in- 
toxication, or under the influence 
of medication known to elevate 
blood pressure) . ' ' 


All persons in the 

between the ages o£ 
4Q-60 years. 


Number of persons -who had at least 
uiie «Dxooa pressure recoraea, air^ 
vided by the number of persons 
contactingj|hhe health care , system. 


Abnormal Screening 
Recognition Rate 

1 — 1 


Percent of oatients with a nosi-* 
tive BP screen (diastolic BP >90 
for whom there was any statement 
or action indicating recognition 
of the abnormal resiilt nn i"hai" 
visit. ' 


All n^ay^nn^ in « 

patient population 
between tyie ages of 
40-60 yeeSs. 


' i>iuinjLjex ot pauienus ror wnom pnere j 
was documentation o'f recognition, i 
divided by the number of person:^ 
with an abnormal falood pressure. 


Abnormal Screening 


Percent of patients with abnormal 
screening bp who made contact with 
the system within 6 weeks of the 

ahnonnal RP 


All persons in the 
'^patient population 
between the ages of 

H\J 0\J y cScli o . 


Number of patients makin*^ contact 
with the health care system 'with- 
in 6 weeks, divided by* the number 
or persons wiiin an aiDnormai bp. 


,Rescreening Rate 


Percent of patients making contact 
hp had a blood pressure recorded 
within 6 weeks of the original 
abnormal result-* 


All persons in the 
pteitient population 
^ubetween the' ages of 

40— fin vpay^ 

— „ " — -a '' 


Number of patients with ^ addi- 
tional blood pressure recorded 
within 6 weeks, 'divided by tfte 

iiuivjjc^ If^i- svJii*a wilvJ Owll udv^ ucU 

the health care system. 


Screening Yield 


Percent of patients screened 
during the time frame, who had one 
or more diastplic^tolood pressure 
readings above 90mrit Hg. 


All persons in the 
. patient population , 
between the ages of 
40-60 years. - . ^ 


Number of pers9tts with on or more 
abnormal blood pressures, divided 
by the numbexL,^ persons who were 
screened during^he time -frame. 


» 


* ■» * • 
r 







Rir 
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INDICATOR 



DESCRIPTION 



Contact for Screening 
Rate 



Screening Raf$e 



Evaluation Contact 
Rate 



Percent of infants and prenatal 
patients who made contact with the 
health^ care syst^em when they re- 
quired screening^ for anemia. 
(Percent of infants contacting the 
system between age 6-13 mos. 
Percent of prenatal patients con- 
tracting the system by 20th 'week of 
gestation,) 



TABLE 10: SYSTEM PERPORMAWCB FOR^ 
IRON DEFICI'^CV^ ANEMIA' 
(Population-Based Indicators) 

STUDY POPULATION 



Pexkrent of infants andU prenatals 
making contact for screening, who 
had a hematocrit and/or hemoglobia 



Percent of patients^screened pes 
tive for anemia (Hct <33 and/or^ 
Hgb <11) wh?> made contact with the 
system within 3 w^eks ^fter posi- 
tive screening. 




-f- 



computation"" 



Women with diagnosis 
of pregnancy between 
10/1/74-10/1/75. 
Infants born between 
8/1/74 and 8/1/75. 



Women with diagnosis 
of pregnancy between 
10/1/74-10/1/75. 
Inf<rn€s born between 
ana 8/1/75. 



Patients with a Hct 
<33 or Hgb <11 between 
1/1/76 & X/1/77 who' do 
not have neoplastic 
disease, acute or 
chronic blood loss, or 
an anemia previously 
diagnosed as other 
than iron deficiency 



Number of persons who contacted 
the health care system during the 
time frame for screening,,, divided 
by the total study sample. 



Number of pej|||^s who were screen 
ed, divided l^^he number of 
persons who made contact with the 
system during the time they were 
due for screening. ^ 



Number of patients who macTfe con- 
tact \Mth the system within 3 
weeks after the positive sci;eenl:ng 
result, divideji by the number of 
persons with a positive screening 
result. : 



Abnormal Screening 
Recognition Rate 



Percent of patients making contact 
for whom there is any statement or 
action indicating recognition of 
the abnormal result. 



Diagnostic Work-Up' 
Rate 



Percent of patients with recogni- 
tion of cdjno'rmal result, for whom 
any statement of dietary intake 
^^as documented.* 



Patients with a Hct 
<33 or* Hgb <11 between 
1/1/76 & 1/1/77 who do 
^not have neoplastic 
disease, acutq ois 
chronic blood 'loss, or 
an anemia previously • . 
diagnosjed as other 
than* iron defic iency J 



Number of patients foj: whom there 
is** evidence of recognition, di- 
vided by the number of patients 
contacting the health care system. 



erJg 



Patients with a Hct 
<33'or''*irgb'*^il between 

< 1/1/76 & 1/1/77 who do 
not have neoplastic* 
disease, acute or 
chronic blood loss, ox 

-an anemia previously 
diagnosed aff^ther 
than> irtfn deficiency. 



!Number of patients with documenta- 
tion of '^dietary intake,, divided by 
the number of patients c^tacting 
the health care system. 



TABLE 18: (Continued) 



INDICATOR 



Treatment Rate 



DESCRIPTION 

Percent of patients |i%h recogni- 
tion of abnormal res«lt> who were 
started on iron therapy within 1 
v/eek of diagnosis. 



STUDY POPULATI ON 
Patients with a 



Met 

<33 or figb <11 betweea 
1/1/76 & 1/1/77 who do 
not have, neoplastic 
disease, acute o^j^ 
chronifi bl cord' loss, 9r 
an anemia jireyiously.^. 
diagnosed' as other 
than iron deficiency. 



COfPUTATION 



Number of patients started on iron 
therapy, divided by number of 
patieftts with .documentatioh .of 



recognition offxabponnal result.. 



Contact Rate for 
. Follaw-Up 



Pe;rcent of patients begun on , 
therapy who. made contact with JtAe 
health care system within 3-6 " 
weeks after iron ^herapy was ixi-, 
stituted. 



f Patients with a Hct 
<33 or Hgb <11 between 
1/1/76 & lVl/77 who do 
not have r^eoplastic 
disease,' acute or 
chronic blood loss, or 
an anemi^a previously 
diagnosed^as other 
than iron deficiency. 



^^umber. of patients on therapy who 
contacted system, * divided by num-: 
ber of patients vho began iron 
therapy. 



Follow-Up Recognition 
Rate ' 



Percent of patients gontacting the 
^system 3-6 weeks afte^ therapy^ 
started, for wEbm there was any 
statement or actipn indicating the 
need for follow-up. 



Patients wiW^ a Hct 
,<33 or Hgb <11 between 
1/1/76 & 1/V77 who do 
not haVe ^neoplastic 
disease; acute or 
chrdnic blood loss, or 
an anem£a previously 
diagnosed as oth^r 
than iron d eficiency. 



Number of patients witfi evidence 
of recognition' of need for follow- 
up, divided by number of patients 
who contacted the system 3-6 weeks 
after therapy started. 



Follow-Up Rate 



Percent of patients with recogni- 
tion of the need for follow-up who 
received' a hemoglobin- arld/orv^eraa- 
tpcrit within 3-6 weeks after* iit-^ 
stitution of iron therapy. 



Patients with a Hct 
<33 or Hgb <n between 
1/1/76 & 1/1/77 whdf^^o 
not have neoplastic 
disease, acute or 
chrbhic blood loss, or 
cui anemia previously ; 
diagnosed as other^3^^ 
deficiency. 



Niimber of,^patients who had a fol- 
low-up Hct or. Hgb, divided by the 
number of patients with recogni- 
tion of the need for follow-up. 



than iron 



Screening Yield 



Percent of infants and pre-natal 
patients screened for anemia who 
had a Hgb'<ll and/or Hct <33, 



lb 



Women with diagnosis 
of pregnancy betweiSi 
10/1/74-10/1/75 • 
Infants born between 
8/1/74 and 8/i/75, 



Number of infants and prenatal 
]9tfJ:ients with a Hgb <\X and/or 
Hct <33, divided by number of 
patient%. screened . 
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TABLE 18 J (CoWtinued)"^ 



INDICATOR 



Resolution of Anemia 
4fl^cuinentation . Rate 



DESCRIPTIOl 



Percent of patients wi*a^a repeat 
Hct and/or Hgb 3-6 weeks after 
therapy started, which resulted in 
a Hct >33 arid/or Hgb >11. 



STUDY POPU'lATIOhl ' 



.Womeh with diagnosis 
of pregnancy* between 
10/1/74-10/1/75. 
Infants born between 
8/1/74 and 8/1/75./ 



IMPUTATION 



Number of patients >itii a repeat 
Hct >33 and/or Hgb >11, divided 
by the num'ber of patients with a 
repeat Hct^ or Hgb. 



INDICATOll 



DESCRIPTION 



Evaluation Contact 
Rate 



Percent of patients' with a positive 
urine culture (>10P,000 organisms) 
who made contact with the health 
•cate system within 2 weeks of 
positive culture,, 



TABLE 19: SYSTEM PERFORMANCE FOR 

• ' URINARY tract' INFECTIONS 
, • (Population-Based Indicators') 

STUDY POPULATION 



Patients with a urine 
culture >100,000 or- 
ganisms between 1/1/76 
and 1/1/77. Excludes 
patients with chronic 
or recurrent UTJ^ or 
known abnormal anatomy 
of urinary tract. 



COMPUTATION 



Number of patients with positive 
urine culture who made contact 
with the system, divided by the 
totalis tudy cohort. 



Abnormal Screening 
Recognition Rate 



Percent of patients making contact 
within 2 weeks, who had' any s^tate- 
ment or action indicating that 
positive culture was recognized. 



Patients with a urine 
culture >100,000 or- 
ganisms between 1/1/76 
and 1/1/77. Excludes 
^patients with chronic 
or recurrent UTI or 
known abnormal anatomy 
or/ urinary trac^t,. 



Jiumber of patients with recogni- 
tion of abnormal result, divided 
by the ^number of patients who con- 
tacted the system. 



Diagnostic Evaluation 
Rate 



Percent of patients with recogni- 
tion of positive culture, who had 
dt)cumentati6n of the history, 
descriptiqn^of symptoms, tempera- 
ture, and palpation of the abdomen* 



Patients with a urine 
culture >100,000 or- 
ganises between 1/1/76 
and 1/1/77. Excludes 
patients with chronic 
or recurrent UTI vor 
known cibnormal ancijbomy 
or urinary tract. 



Number^ of patients receiving dia- 
gnostic work-up, divided by the 
number of patients with recogni- 
tion of the need for a work-up. 



Treatment Rate 



Percent of patients with recogni- 
tion of positive culture, who were 
placed'^on -an appropriate antibio- 
tic therapy within 2 weeks* of 
positive culture. ^Soluble 
sulfonamide, ampicillin, tetra- 
chine, or nitrofurantion) 



Folldw-Up Contact 
Rate 



Percent of patients trotted who 
irfade' contact with the health care 
system within 1-4 weeks after the 
treatment • wa3 started J 



Patients with a urine 
culture >100,000 or- 
ganisms Ijetween 1/1/76 
and 1/1/77. Excludes 
patients with chronic 
or recurrent UTI or 
*knoWn abnormal anatomy 
or^rinary tract. 



Number of patients placed on anti 
biotic therapy, divided by the 
number of patients with^ recogni- 
tion of the abnormal result. 
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, er|c 



Patients with a urine 
culture >100,000 or- 
ganisms between lA/76 
and ^/1/77. Excludes 
patients with chronic 
or recurrent UTI or 
known cibnormal anatomy 
or urinary tracfe. 



Number of patients whd^recontactec 
the system, divided by the number 
of patients who were started^on 
therapy; 
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INDICATOR 



Follow-Up Recognition 
Rate ■ 



Pollow-up Rate 
/ 



Negative Reculture 
Rate w 



DjBSCRIPTION 



Percent of patients making contact| 
for whom there was any statement 
of action indicating recognition' 
of the need for follow-up/ 



Percent of patients with recogni- 
tion of the need for follow-up who| 
received a urine culture within 
1-4 weeks after treatment started.! 



TABLE 19: (Continued) 



STUDY POPULATION 



Percent of patients treated /and 
followed-up who had a repeat urine j 
culture resulting in <106,000 
organisms. 



Patients with a urine 
culture >100, 000, or- 
ganisms between 1/1/76 
and 1/1/77. 'Excludes 
patients with chronic 
or recurrent UTI or 
known abnormal anatomy 
or urinary tract 
Patients with a urine 
culture >100,000 or- 
ganisms between 1/1/76 
and 1/1/77. Excludes 
patients with chronic 
or recurrent UTI or 
known abnormal anatomy 
or urinary tract* 
Patients with a urine 
culture >100,000 or- 
ganisms between 1/1/76 
and 1/1/77. Excludes 
patients with chronic 
or recurrent UTI or 
known abnormal anatomy 
or urinary tract. 



COMPUTATION 



Number of patients with document- 
ation of recognition of the need 
.for follow-up, divided by the num- 
ber of patients who made contact 
with the system. 



Number of patients who had a re- 
peat urine ^culture, divided by the 
number of patients with recogni- 
tion of the need for follow-up. 



Number of patients with a normal 
repeat cloture, divided by the 
number of patients who had a re- 



peat ^9ultujre. 
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Bells, ll-'i i « i ulJ 

SH jEZI t i M I 
PlBlnlmo I , t (" 71 



(cc 1-7) 



PATIENT'S HAMS 



INFANT'S NAME 



BIRTH DATE 
(cc J»5-50) 



CD CD ra 

{jO, DAY ¥R. 



First 



Last 



First 



PHASE r I 



com. OF RESIDENCE 



BIRTH DATE 
(cc 51-56) 
^(cc 57-56)^ 



m m Gil 

MO. DAY YR. 



INFANT'S RECORD NO.Tn-f 



OB DATA (Record Type 
cc: 8-I»fc) 

GH 
PAR 

Air / 
LC ^ 
LMP 



03- 



FIRST VISIT 

Provider Type/Site 
Week of Gestation 
No. of .visits btv» 
LMP & first visit 
• History 

hgb' 

HCT 
SEROLOGY 
Oype/Rh 
Blood clucose 
MGTTl or OCT 
Rubella titre 

^Pap smear 

Tine/PPD 
CXR . 
Breast exaa 
Fundescopic 
Cardiac exam 
Pelvimetry 



H 



Stateraent of Pregnancy 1 I (cc 59) 

1- vanted \ , 

2- unwaiited 

3- undecided 
U^no statement 



C] (cc 60) 



If unwanted or 
r^. undecided 

1- counseling 

2- TAD discussed 

3- TAB planned 
li-TAB done^ 



If TAB done - was pt« 

On ^family planning 

in k weeks CD CO (cc 61) 

^ • • 

Statement of risk or 
prognosis or pregnancy 



LABOR AND DELIVERY 
(Record OVpe Oi»-cc8-32 ) 

Documented on admission: 

Onset of labor 
<Tirae of show 

Bleeding 

Status Qf membranes 
Length of pregnancy 
EF\f (es.t fetal wt.) 
Contraction interval 
Contraction length 
Contraction 
FHR 

•Position 
Station 

Cervical effacement 
BP ' • 

UA" 

Hetliod of Delivery: 

1- Spoiit vag 

2- *Indi^ced vag 

3- Operative 

Complications of mother 



Prioz^ U> discharge; 
Family planning 
discussed 

Method planned 

Started 

Infant care counseling 
Nutrition/Feeding 

counseling . 
Breast feeding 

started 



.a 
m m 



(data Collev 
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.Post. Partum (cc 3l-hl) 



Pain . 

Discharge 

Dysuria 

Bleeding 

Breast^ exam 

Episiorrhaphy 

Uterus 

BP 

UA . 
Veight 

family planning 

discussed 
Kethod planned _ 
Started ' 
Breast feeding 

discussed 
Infant care 

counselixig 



N 



Newborn (cc UQ^6k) 

^ B.W. 

Length 

APOAR !• 
* APGAR 5' 



CD 

lb. oz. 



Newborn complications: 



fB€NAtAu ^AeE\ 



Newborn care,: 

Silver nitrate 

drops iiUfeyes [ | 
0:5-1.0 of VITK, * 

IM CD 

Temp recorded 
daily while in 
nursery | | 

Statement of 
risk or pro- 
gnosis I I 
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^CORD 
TYPE 50 



CODES-Provlder type/site 
l^-Sells OPD 

2- MCH Clinic 

3- Saata Rosa 
J|-San Xavier 
VPisiniwo Clinic 

T-'Sells Inpatient 
a*Fin (home risH) 
P-Inpatient (other than 
Sella) 



WEEK GESTATIOW (cc 8-10) 



HV>vider type 



Pain 



Dysuria 



Discharge 



"SvellinR" 



Fetal 'Movement 



Vaginal bleeding 



Headache 



Blurred vision 



No problems 



BP diastolic 



Weight in lbs* 



FHR 



HINDUS 



^FVT 



Edema 



Reflesws 



Pos 1 1 i on/3t at /Eng " 



Urine pii^otein 



Urine glucose 



Hct/Hgb 



Family planning 



Breast feeding 



Cen, counseling 



Nutrition counseling 



Stmt, of risk or ^ 
prognosis 



No, 



PIH-diast, 



n 



ill 



iii 



A2 



09 



11 



11 



11 



11 



11 



16 



II 



18 



19 



20 



21 



12 



23 



2k 



25 



26 



29 



30 



31 



32 



33 



n 



u 



X 



n 



n 



n 



n 



n 



n 



H 



rr 



n 



-2^ 



H 



(Reverse side^of data collection fomf £9^ preivatql 




V 



care 



1 



Sells Gil 
PlfllnlKO Ih-T 

sx[iZ 

(cc 1-7) iiprgr 



HBWBOBN DATA (RECORD TYPS 
01-ce*«-27) 



B,S (Ibs-oz) Ll. 
Length {inches) ^ 
APGAR 1* 
APGAR 5* • 

Method of delivery: 

1 Spont vag 

2 Induced vag 

3 Operative 
k Unknown 

Hutz^lt ion/Feeding couns. 
Infant care counseling 
Stmt* of risk or 
^ prognosis 
&:east fed: 

1 Yes 

2 }jlo 

3 Unknown 



□ 

B 
B 



Newborn complications: 



Codes ~ Provider type/site 

1 Sells OPD 

2 MCH Clinic 

3 3anta Rosa 
k San Xavier 

5 Pisinimo Clinic 

6 MHU 

7 Sells Inpatient 

8 PHH (home visit) 

9 Inpatient (other than Sells) 



INFANT^* S NAME 



MOTHER'S NAMS 



Last 



BIRTH DATE 
(c^ 28-33) 
COMM. OF HE8IDENCE 



[Zl/[f]/Cp 

MO. DAY YRf 



First ■ 



Last 



First 



BIRTH DATE fTI / [71 / 1 > | MOTHER • S RECORD NUMBER 
(cc 3J»-39) MO. DAY YR, 




RECORD 
TYPE 02 



MATERNAL DATA (RECORD TYPE 
01: ccl»2-.59) 



Age 

Or., 

<*ara 

Ab 

L.C- 



Infant care counseling 
Nutrition/Feeding couns 
Family planning 

discussed between 

delivery and 6 veeks^ 

pos^ partiUA 
Method planned | | 

iaUDi,2 Pills, 3 Other 

Family Planning Started 
Remafnded freev^ I | 

pregnancy for ncnths 
, after delivery ^ 



No. of prenatal visits 
made 

Where delivered 
1 Sells J» Other 
2^*U of A 5 Unknown 
3 Hone 



Age Iti wks. ( cc f>,io) 
Provider typo./ 



sitE 



Nosc/jthroat^ 
Lungs/chesty 

Abdomen 

Pulses 



Coordinated 
eye n^ov cmc nt ^ 
Iv'orma l exam" ^ 
jlcijht (inches 
Weight "(Ibfll^ 

Hqnd.cf.rcr/' 

HCT . •. , 

UA „• 

-OPT- 

opy 

Measles ^ 

Jlubcll'o „ „ 

Jlnc/PPA 

Diet history - 

Ocvol ."history 

Nutr TtTon couns. 

Infant care couns/' 

No, of Inpatient days 



5» 



n 



11. 



-i' 



Ll 



J. 



.iJ. 



r 



T 
...1. 



T- 



■7" 
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MEDICAL RECORD NUMBER ^ SOCIAL SECURITY l_ 

■C0^WUN1TY OF RESIDENCE ■ '' 



'COWUNITIES WHERE MEDICAL RECORDS HAVE BEEN LOCATED 
MEDICAL CARE EVALUATION PROJECT COHORT ' 



' itr 

•4^ 



■ • ... " ' 'r " ■ 

0 

. LACERATIONS OF SCALP WID EXTSSHITIES 
MEDICAL RECORD AUDIT INSTRUMENT 

TARGET POPULATION: Over 6 years 
PRIORITY OftOUP: . 

STUDY PERIOD: l.July 75 - I July 76 ' ■ * 

Did patient contact systeni for a laceration of scalp or extremUy? 
YES no' . - 

Provi<ltr MD r ' « 

PHH 

PA ~~" - 
CHA^ 



2. Has all of the following documented? 

Tfae since laceration , ' 

— Cause of laceration (blunt trauma, glass, dog bite* etc ) 
Otscrlption of wound (clean, deep, jagged, etc.) * 

YES lio 

I 3. Vas the laceration on the scalp? 

tES NO 

; . . ■ 3.1 Mas statement of underlying skull fracture made or an x-ray taken? 

t£S ^ . NO • 

. 6o to question #5 • ; 

4» Vu laceration stated as superficial? ' , ^ 

^YES HQ 

• Slital^JhTrce^^^^^^ '"^ 
YES . NO 

5. Had patient received tetanus booster within 5 years? t y ' v 

^ 5.1 Vas .See adsorbed Utwus toxoid given? 

*■ YES * ♦> NO ... 

6. Has the wound sutured? ^ * - . . 
' .' .\ . /^'YES • /■/' .NO 

^6.1 Was p^^ient seen within 5-15 days '(for any reason)? 
■ YES , \- . 

Provide W ' , ' ' • 

PA 



CHA ^ ^ . 

Vas statement of wound healing made? 

• . ■ . / ~ ' . , 

7. Hu there evidence of »«»und' fnrtetlon within '2 weeks? 



.PATIENTS NAME • ^ BIRTH DATE 

LMT FIRST ' RIBOLE 

...MEDICAL RECOkO NUMBEr'J_ ' ^ SOCIAL" SECURITY f 

. *COWWNm OF RESIDENCE • 

COHHUHITIES WHERE MEDICAL RECORDS HAVE BEEN LOCATED ' - ■ 

♦ • • - • • 

MEDICAL CARE EVALUATION PROJECT COHORT 



♦ 
* 

I t 



. STREPTOCOCCAL DISEASE 
^ • MEDICAL RECORD AUDIT INSTRUMENT 

TARGET POPULATION: Over 6 years of age 

STUDY PERIOD: 1 July 75 - 1 July 76, 

CHECK QUARTER RESEARCH WAS BEGUN: 1 Ju^y 75. 1 Sept. 75. 1 Jan. 76; 1 Mar. 7< 

(circle episode found) 

1.0 Did patient contact system for 9S9f phamygitis? (i 

YES " NO 

Circle provftfiir type 
MD, PA. CHA. fHN, OTHER , 

2.0 Was ft throat culture taken within 2 days?" 

YES ^' NO 



V -r ^ 2.r^01d patient receive antibiotic? 
. ; , . YfS NO 

^ ^ -\ 

■ ''2.2 Was visit made 0-15 days after treatment? 

VES NO i\ 

2^3 Was there evidence that strep was addressed 
^ as a problem? 

* - ^ YES NO ' 

2.4 Was throat culture taken? 
. ^ YES NO 

3.0 .Was culture positive? • ^ 

* V- Couldn't find result at facility 

4.0 Did the patient receive an antibiotic within 5 days of positive culture? 

YES' NO ' - - 

4.1 MSi patient allergic to penicillin/ampicilltnf " 
• ■ ■ YES . • NO UNCERfAIN .. 

# ^ 

Was intlblotic a) LA Bidllln 1.2 mu IM.or 600.000. mu for 
* ^children less than 60 lbs or 9 years or ^ 

' * , less In age " 

W OraUpen xlO day 
, c) Erythronycin QID xlO days 
* d) Other ' 

,5.0 Was a visit inade\w1th1n 21 djiys after treatment started? 
• - < ^ » YES Nft 

j5;0 Was strep -flianagement a, purpose of the vilsit? 

YES ' ()o 

7.0 Was culture taken? 

. YES , 

*8.0 Was culture positiyi'?" ; ' ' \ . 

JO' Couldn'^ find result at facilfW^ 

' ' . • ^ 'o . • '71 ^ 



7.. " 



PATIENTS NA.ME - BIRTH DA^ft- ' 

"TAST ■ FIRST MIDDLE 

KEDICAL RECORD NUMBER " ■ SOCIAl'SECBRITY I 



'''Ca^flttim OF RESIDENCE ^ ^ • * • 

'cokwnities v/here medical records have been located ^ 1 

■ medical care evaluation project cohort _^ '_ ' 



RHEUMATIC FEVER 
MEDICAL RECORD AUDIT INSTRUMENT 

TARGET ft)PULATI^:- All patients with rtieutnatic , . PATIBITS AGE: ^ 

^ fever who should be on 

, pcpphylaxis as per registry VWEN LAST EPISODE 

OF ARF: • ' 



Month/Year 



NUMBER OF EPISODES 
ARF: 



Significant cardiac sequela 



1.0 Was patient, tpeated prohylactlcally with LA bicillln 1.2 mu IH? 
YES NO 



• € i C 

2.0 Was patient allergic to penlcillin/ampicillin? / » 10 i§ * 

- • • ^ !2 u « 

YfS NO^r. go directly to question 3.1 



3.0 Was patient treated with either (Circle appropriate) fx Ih n 

. ' 24 2« i4 

Sulfadiazine 1 gram g.d. (0,5 gr. under 60 lb.) , 11 If W 

Erthronycin 250 mg per QID > k » 33 

YES . HO , 

3.1 - What was method of prophylaxis? . * . . , 

II LA Bicillln: * Coverage rate ". . 

If pral penicillin: * Coveratge rate . 

:?If Erythronycin: Coverage rate 

If oral Sulfadfazipe: Coverage r^ite 



4.0 Was patlent^ff prophylaxis 4 or more cqntirfubus weeks? 

YES NO 
5.0 Did patient make contact with system while off prohylaxis? 

YES - ^ ' NO ' . 

Prov1de)J type MO ' 

" . PHN 

cH/v zzmm 

- / ^ • .PA . ' : 



6.0 D^d provider, renew prophylaxis? ■ -.^ 

'I YES- ' ' No.'-^ V; , ; 

7.0 Wd patient have a recurrence of AR^ during audit year? 

' • YES . , . NO " ' 

• * < - - 

:date ' • • » ' 
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(Diagnosis and Management) 
(Continued)* 




